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In the institutionalized burned- 
out schizophrenic patient 
response to Dartal was 
impressive; in more than 50 
per cent of the patients! 

the results were favorable. 


TESTED 
in numerous mental conditions 


In another study? of chronic 
mentally disturbed patients 
with hyperactivity and agitation 
as prominent symptoms, 
approximately 50 per cent 
were improved with Dartal. 
While the majority had 
schizophrenia, the group also 
included patients with chronic 
brain syndrome, manic-depres- 
sive reaction, involutional 
psychoses and psychoneuroses. 


RATED EFFECTIVE 
by the medical and nursing staff 


APPRECIATED 
by the patient 


® 
al ta dihydrochloride 


brand of thiopropazate dihydrochloride 


Dartal was considered extremely 
useful in certain patients 

with neurosis and emotional 
hyperactivity. Many patients 
did much better on Dartal*® 
than on previous medication. 


Behavior in the ward was 
significantly improved‘ with 
Dartal when evaluated at the 
end of two and eight weeks, 
as found in a carefully 
controlled study of fifty-four 
patients with chronic 
schizophrenia. 


All these studies and previous 
ones®:* emphasize the relative 
freedom from serious side actions. 
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AVERT THE SHATTERING IMPACT OF DEPRESSION 


Progressively deteriorating depression calls for decisive amine oxidase regulation. Among MAO regulators, there 
is a difference: (1) Marplan covers the full range of depressive states. (2) Marplan lifts depression even in 
instances where other antidepressants have failed. (3) Marplan, though a potent regulator of amine oxidase, 
is nevertheless well tolerated. With depression lifted, Marplan patients become more relaxed, less irritable; 


regain the power to concentrate and lose their somatic preoccupation. 
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FRESH AIR... 


is all that passes through... 


TRUSCON 
DETENTION 
WINDOWS 


, REPUBLIC STEEL 


TRUSCON DIVISION 


GR) Youngstown 1, Ohio 


NAMES YOU CAN BUILD ON 


Truscon Steel Intermediate Psychiatric and 
Detention Windows are designed to provide 
total area sunlight and ventilation. Apart- 
ment like beauty . . . restraint with dignity 
. .. full patient and community protection. 

The Intermediate Louver is just one of 
many types of Truscon Steel Psychiatric 
and Detention Windows designed to con- 
ceal or minimize all indications of enforced 
restraint. Carefully engineered to protect 
patients against self-injury and to prevent 
escape. Ventilation is controlled by author- 
ized personnel. Tamper-proof. 

Truscon Engineers will work with your 
architect in the selection, application, de- 
sign, and installation of the proper window 
to meet your specific needs. Call, or write. 


REPUBLIC STEEL CORPORATION 

TRUSCON DIVISION 

DEPT. C-8470-R 

1112 ALBERT STREET - YOUNGSTOWN 1, OHIO 
Please send catalog of specifications and details for 
Truscon Steel Detention and Psychiatric Windows. 
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in nervous and mental disorders...when your patient refuses to eat, specify... 


COMPLETE THERAPEUTIC NUTRIMENT 


help to restore nutritional balance upset by emotional unbalance 


“Anxieties...may lead...to a serious anorexia....”* gen loss, and restore good nutritional status. Bland 
and pleasant-tasting Sustagen is extremely well tol- 
erated. It may be used as the sole diet or as a dietary 
supplement. Sustagen can be administered by tube 
to patients who refuse food by mouth. 


Anorexia often presents a serious nutritional prob- 
lem. In such situations, Sustagen may be readily 
acceptable even though solid food is rejected. 


Complete in all known essential nutrients, Sustagen —_—siegtitz, E. J., in Handbook of Nutrition, ed. 2, New York, 


helps build and repair tissue, compensate for nitro- Blakiston, 1951, p. 337. 
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... Figidity, tremors, and contractures — all 
respond to the long, cumulative action of 
COGENTIN (a bedtime dose often controls 
symptoms for 24 hours'). COGENTIN also 
exerts “a highly selective action against... 
fixed facies, dysphonia, dysphagia, faulty 
posture, muscle cramps, and ‘freezing’ of 
the legs.”* Parkinsonism due to tranquilizer 
therapy “is easily alleviated by COGENTIN,”* 
even after other drugs fail.‘ 


Dosage: Dosage must be individualized. In arteriosclerotic, 
idiopathic, or postencephalitic parkinsonism, the usual dos- 
age is 1 to 2 mg. daily, with a range of 0.5 to 6 mg. daily. 
In parkinsonism induced by phenothiazines or rauwolfia 
compounds, the recommended dosage is 1 to 4 mg. once or 
twice a day. 

Additional information on CocEentTin is available to physi- 
cians on request. 

Now available: Injection CocEentin, 1 mg. per cc., ampuls 
of 2 cc. Also available: Tablets Coczntin (quarterscored), 
2 mg., bottles of 100 and 1000. 

References: 1. A.M.A. Council on Drugs: New and Non- 
official Drugs 1969, Philadelphia, J. B. Lippincott Company, 
1969, p. 252. 2. Doshay, L. J.: J.A.M.A. 162:1081, 1966. 
8. Ayd, F. J.: Clin. Med. ¢:887, 1969. 4. May, R. H.: Am. J. 
Psychiat, 116:360, 1969. 

Cocentin is a trademark of Merck & Co., Inc. 


MERCK SHARP & DOHME 
Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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To control agitation—a symptom that 
cuts across diagnostic categories 
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Thorazine®, a fundamental drug in 
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psychiatry -— Because of its sedative effect, ‘Thorazine’ is 


especially useful in controlling hyperactivity, irritability and hostility. 


And because ‘Thorazine’ calms without clouding consciousness, 
the patient on ‘Thorazine’ usually becomes more sociable and more : 
receptive to psychotherapy. 
SMITH n 
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Social Service on a € 


‘Treatment Ward 


IN RECENT YEARS, state mental hospitals have been under- 
going considerable change from a custodial philosophy to 
a therapeutic one. The therapeutic approach is aimed at 
treating a mentally ill person in the early phases of his 
illness and returning him as quickly as possible to the so- 
ciety from which he came. 

The development of tranquilizing drugs has made 
large numbers of patients more readily accessible to treat- 
ment. Thus, progressive hospitals have increased their 
staffs and provided a greater variety of services for their 
patients. In line with this broader approach, social serv- 
ice staffs have been increased and encouraged to provide 
broader coverage. 

Formerly, social workers operated primarily in ad- 
mission wards, where a rich concentration of highly 
trained personnel treated recently admitted patients who 
had favorable prognoses. The continued treatment or 
“chronic” wards, containing the more difficult cases, re- 
ceived minimum coverage, if any. 

This present trend toward treatment rather than 
containment of the mentally ill is commendable from 
both the humanitarian and the economical standpoint, 
but it brings with it certain problems. This paper ex- 
plores the particular problems which the writer experi- 
enced in establishing a social service program on a con- 
tinued treatment ward. 

Most of these problems seemed to arise out of the 
over-all change in philosophy. Up to this point there had 
been little turnover in personnel and patients in this 
“chronic ward.” Now the long-standing relationships be- 
tween staff and patients and among the staff were being 
affected by the increased availability of the physician and 
the introduction of ancillary personnel who were relative 
newcomers to the mental hospital field. Several conflicts 
emerged: the new technician vs. the old one, the “bug- 
houser” vs. the “permissive,” and the technician vs. the 
ancillary worker. (The term “bughouser” refers to a mem- 
ber of the institutional staff, usually a technician, who 
has been there for years, and is generally believed to rely 


By JEAN A. HARWOOD 
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Stockton State Hospital, California 
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on harsh, repressive methods of treatment. The word has 
a scornful connotation. A staff member may jokingly re- 
fer to himself as “an old bughouser,” but would be in- 
censed if anyone else called him this. “Permissive” is a 
term which comes the closest to being the counterpoise of 
“bughouser.” It is also a scornful term, suggesting the 
eager employee who favors almost unlimited self-expres- 
sion with little or no external controls on behavior. ) 


INTERDISCIPLINARY CONFLICT 


More subtle differences arose in interdisciplinary 
relationships, but I suspect that these were a natural out- 
growth of differences in professional orientation. In other 
words, each person will, generally, approach a problem 
with a set of attitudes characteristic of his profession. 
To illustrate this, I will relate staff attitudes to patients’ 
patterns of adaptation as described by Simmons and 
Wolff.! A doctor, for instance, who has recently been 
assigned to a ward, recognizes that the staff and patients 
have been there long before he came and will continue to 
be there long after he has gone. As a result, he tailors his 
treatment program to fit in with the existing norms. In so 
doing, he can be compared either to the “culture crea- 
ture,” who is passive and submissive to the forces around 
him, or to the “culture manipulator,” who utilizes existing 
norms to suit his needs. These two approaches depend 
largely on the kind of person the doctor is and the rigid- 
ity of the ward’s social structure. Psychiatric residents 
who are not cognizant of these forces experience diffi- 
culty in relating to staff, but it is a rare physician who 
hasn't worked out some modus operandi in this situation. 

In orientation, the technician (aide, attendant) re- 
sembles the nurse. He may be compared to the “culture 
carrier” who is active in maintaining cultural norms and 
codes of behavior. His satisfaction stems from exemplary 


1Simmons, Leo W. and Wolff, Harold G., “Social Science 
in Medicine,” Russell Sage Foundation, 1954, pp. 184-187. 
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conduct in this area and the recognition he may receive 
for it. He subscribes to the principle: “Blessed be the 
charge who maintains a clean, quiet ward which is free 
of incidents.” When he becomes aware of new treatment 
methods, which represent a departure from traditional 
ward management, he may experience considerable in- 
ternal conflict, but, according to Simmons and Wolff, he 
generally presents an outward appearance of calm. 
The social worker, whose profession has been closely 
identified with social reform, is comparable to the “cul- 
ture creator” or “innovator” who devises original and 
effective methods of adaptation. She, through her pro- 
fession, has been ethically committed to certain ideals of 


self-determination, acceptance, and self-expression which 
are not so strongly emphasized by other members of the 
ward team. On occasion these ideals may be in direct 
conflict with some aspects of ward management. In es- 
tablishing a social service program on a ward, she may 
experience considerable difficulty in acting according to 
her traditional professional principles and, at the same 
time, reconciling these with established ward procedures. 

These basic differences in professional attitudes, 
coupled with the threat of change in a well-established so- 
cial system, were the background of the situation which 
confronted me when I was assigned to a “chronic ward.” 
The social service program, with its promise of patient 
rehabilitation, was at stake. I had ex- 
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BETTER FOR PATIENTS 
EASIER TO OPERATE 


OLD NEW 


Our new cover plate type—in a con- 
sections—dirt collector ‘‘detention de- e structed tubular frame. “All detention 
devices concealed". Strong and sturdy 


Old obsolete type—open channel frame 


vices all exposed when screen is 


enthusiastically endorsed plan of ac- 
tion. Instead, I encountered varying 
degrees of resistance. Some _ techni- 
cians were confused about what social 
| workers were like and what kind of 
work they did. Others were suspicious 
of the change inherent in the creation 
of this assignment. Sometimes the re- 
sistance was passive; often it flared up 
into open hostility and bitter attacks 
on social-work methods and goals. 
Ward personnel expressed passive 
resistance by making extremely poor 
referrals or none at all. When I sought 
vital information, no one knew any- 
thing. As one technician later said, 
“You cooperate just enough so that 
they can’t say you aren't cooperating.” 
Since I could find no better way 
of getting started, I encouraged pa- 
tients to approach me directly. The 
more demanding ones then contacted 
me with the expectation that I would 
intervene in their struggles with ward 
personnel. This resulted in complaints 


opened”. in either aluminum or steel frames. that I was coddling the patients and 
, interfering with ward management 
If you were a mentally disturbed patient would you feel locked in and con- metiends The tame ween ent te 
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proportion to the feelings aroused. For 
example, a patient who had lost her 
smoking privileges accepted my offer 
of a cigarette during an interview. 
The patient reported this, and I was 
brought to task for violating the prohi- 
bition. I confessed my error but the 
issue continued under discussion. 
With glee, some technicians said that 
a patient will always tell on you. Oth- 
ers were angry because I had made it 
difficult for them to continue with- 
holding cigarettes; they appeared 
mean in the eyes of the patients. The 
discussion continued for 30 minutes, 
_ and occasional reference is still made 
| to it. 

The complaints were justified, but 
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particularly hard to take because I was aware that ac- 
tions similar to mine were consistently ignored when com- 
mitted by the technicians. I was annoyed at their pre- 
sumption in criticizing me; I had expected them to relate 
to me with more deference and humility. I felt under 
constant attack, although I observed that other ancillary 
personnel assigned to the ward were similarly treated. 
Had I persisted in these attitudes, I would have been 
laughed off the ward. 

A fixed pattern began to emerge, with criticism evok- 
ing criticism, and the daily ward meetings in the dining 
room became a battle-ground where attitudes and be- 
havior were bitterly attacked and defended. I observed 
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For example, if all hands on deck were needed to restrain 
a patient, I was eager to help. I assisted with shock on 
one occasion because I wanted to learn more about it as 
a treatment modality. On the other hand, interviewing 
relatives was still considered solely the domain of the 
physician, and leave-planning was the exclusive property 
of the technician. I shared their work, and after hours 
drank their beer, but I was not yet functioning as a bona 
fide social worker on their ward. 

This difficulty led to stage number 2 above, in which 
I devoted time to exploring areas of need, and delineating 
those tasks which required the services of a social worker. 
Up until this time, since people knew little about what 


inappropriate responses by the techni- 
cians to the troublesome behavior of 
patients, and my urge to reform be- 
came overpowering. Constantly de- 
fending their actions, the technicians 
became unable to devise better ways 
of dealing with problems in order to 
carry out what I thought was their 
primary responsibility—creating a more 
healthy ward atmosphere. 

Recognizing the importance of 
the resistance being encountered, I be- 
gan to understand that establishing a 
social service program on this ward 
would be a difficult task which could 
only be accomplished slowly and with 
extreme care. This task involved four 
distinct evolutionary stages: 


1) Getting acquainted in order to 
overcome more obvious prejudices on 
the part of myself and the staff; 


2) Delineating the area of activity 
upon which I would be embarking; 


3) Integrating this into the total 
treatment program of the ward; and 
lastly, 


4) Developing a meaningful work- 
ing relationship with other members 
of the ward team. 


Upon the advice of colleagues 
who had experienced similar difficul- 
ties, I began to spend about three 
hours a day on the ward visiting with 
the staff in order to become familiar 
with the technicians’ problems and to 
overcome our mutual prejudices. This 
might sound like a gross waste of time, 
but it proved to be an invaluable in- 
vestment. It afforded me opportuni- 
ties for learning about the technicians’ 
job and gaining insight into the prob- 
lems of ward management. The rela- 
tionships which were established gave 
rise to a‘ feeling of camaraderie, but 
with this came demands for participa- 
tion in factional arguments, as well 
as confusion about our various roles. 
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social workers do, there had been no referrals. It was 
pointless to wait for any, and even more pointless to de- 
vote much time to explaining what social workers do 
not do. 

Accordingly, 1 made a survey of the ward and dis- 
covered that a surprisingly high percentage of the patients 
either had been recently admitted or were making home 
visits of increasing length. Apparently about one fourth of 
the patients had come on the ward when acutely ill, had 
recovered in a few months, and were being released on 
indefinite leave. Another fourth needed help with leave- 
planning and/or the development of certain resources 
necessary for successful planning. The remaining half 
were the “hard-core” patients who were either unmoti- 
vated or too impaired psychiatrically to leave. Further 
exploration led to the discovery of needs which I could 
not properly meet, because of the size of the job and the 
demands of other wards. (My assignment covered three 
wards with a total of about 400 patients. ) 

Meanwhile, many patients in need of help with 
leave-planning were going out without any social-service 
contact. It became apparent that a system of priorities 
would have to be devised, so that available social services 
could be directed to those patients who could use them 
most effectively. The logical starting point was leave- 
planning with those patients who were making frequent 
visits home. A roster was drawn up, and reviewed every 
two months to include new patients and delete those who 
had left. This system seemed to hold promise, and I was 
able to demonstrate occasionally the value of social work 
services in leave-planning. 


STEP THREE 


However, problems arose which led to the third step 
in this evolutional process. First, we discovered that 
many patients making brief visits home were not really 
suitable candidates for leave-planning; their families did 
not want them, the degree of their disability was still 
too great, or they suffered relapses which called for re- 
medial treatment. Other patients were referred who did 
not want help, and sometimes I found good candidates 
but other staff members disagreed. Many tasks which 
needed the particular skill of a social worker were still 
being carried out by the physician or the technicians. 
Statistically, my caseload and interview count had in- 
creased, yet for every one patient I helped with leave- 
planning, two or three others who needed help were 
going out with no assistance from me. So far my work 
was in no way related to the treatment program of the 
ward as a whole. 

Further efforts were needed to integrate social serv- 
ice activities with the ward treatment program. More co- 
operative work with the ward physician was imperative 
and we scheduled weekly conferences, ostensibly to air 
problems in leave-planning. These conferences soon be- 
came a clearing house of information between myself and 
the doctor, and the social service program was brought 
more closely in line with his treatment plans. Witnessing 
personally the function of a social worker, the physician 
made more and better referrals which were appropriately 


timed. 


This did not, however, solve my problem with the 
technicians. Before the assignment of a social worker, 
leave plans had usually been worked out between the 
doctor and the technicians, and the latter understandably 
felt that a rewarding task was being taken way from 
them. They further complained that our plans were not 
being communicated to them, and this resulted in foul- 
ups in the dissemination of information to patients and 
relatives. The problem was partially solved by noting 
such plans in the day book. 


THE FINAL HURDLE 


Still unresolved is the problem of utilizing the fund 
of information which the technicans have absorbed dur- 
ing long association with the patients and their relatives. 
This is the fourth and final stage of evolution and is the 
goal at the time of this writing. If treatment plans are 
to proceed smoothly, with significant contributions from 
every member of the ward team, there must be a mean- 
ingful working relationship among all team members. 
It is easy to ask for advice on certain matters, but ex- 
ceedingly difficult to heed this advice when it comes from 
a person with whom one habitually disagrees. There are 
still the old differences in orientation, and it seems at 
times as though the goal of helping the patient is lost in 
interdisciplinary skirmishes. But these are becoming 
milder and of less importance. 

The social service program now embraces a variety 
of services. Briefly, these involve contact with relatives 
soon after the patient is admitted to the ward. A social 
history is obtained, from which valuable information is 
received about the nature of the patient’s problem and 
the willingness and ability of the family to help. As 
soon as the patient is thought to be ready for leave-plan- 
ning, I begin this process with the assistance of the other 
members of the ward team. For patients who cannot 
return to their families and are not yet ready to leave the 
hospital on their own, we have developed an active 
family-care referral system, whereby patients and homes 
can be carefully matched. Although we cannot yet be 
sure, we have the impression that those patients who re- 
turn to the ward after a failure on visit are those who 
did not have social service help before they left, while 
those who did receive this help are, for the most part, 
managing to stay out of the hospital. 


A BACKWARD LOOK 


In retrospect, the pitfalls I encountered and the 
blunders I made were entirely unnecessary, although at 
the time I could find no better way to learn. Perhaps an 
easier and quicker evolution might have taken place, but 
each step in the process was dependent entirely on the 
foundation laid in the preceding step. 

If I were assigned to such a ward again, there are 
a few things I would avoid and thus, theoretically, estab- 
lish a social service program with greater ease. For ex- 
ample, it helps to have a clear idea of who you are and 
why you are there. In the beginning, I suffered consid- 
erable confusion. In my zeal to become a bona fide mem- 
ber of the ward team, I seemed to be selling myself 
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rather than the value of social services. There is little 
benefit in a social worker’s thinking and acting like a 
technician when this is not her role. Her services in this 
area are not needed. Nor is it constructive for her to act 
like a social worker, and yet operate in a vacuum because 
the social service program is not integrated with the 
ward program as a whole. Another problem can be a 
real need for reform in certain areas, which may lead to 
considerable conflict, particularly when the social worker's 
prestige on the ward is still tenuous. One is greatly 
tempted to ignore issues to keep the peace, or, on the 
other hand, to try to assume the entire responsibility for 
change, which becomes just plain meddling. A good 
rule of thumb is to make sure one’s own house is clean 
before going to work on the other fellow’s. 

Demonstration of the value of social service is usual- 
ly more effective than speech-making, especially in a 
situation where associates make no referrals, or if they 
do make some, fail to carry out the social worker’s rec- 
ommendations. (This leads to a lot of anger and frustra- 
tion.) The early provision of tangible services often 
helps. Our ward staff, for instance, has become quite im- 
pressed with the family-care program and with certain 
public assistance provisions which I have utilized. 

Most important, perhaps, for the social worker new- 
ly arrived on the ward is the realization that it is easy 
for members of each occupational group to have an over- 
rated idea of their importance to the patient and the 
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patient’s problems. Ideally a team decision should re- 
flect a distillation of the thinking of each of the team 
members. At times, the social worker's contribution is 
crucial, and the decision will reflect this. At other times, 
she actually has little to offer. If she makes a decision 
which runs counter to a strong recommendation from her 
teammates, she may find that experience is the better 
teacher. Likewise, she should appreciate that ward per- 
sonnel have the right to know what she is doing and 
why. Technicians, for instance, can often provide her 
with information about changes in a patient’s behavior, 
which will enable her to understand changes observed in 
the attitude of his relatives. This observed change of at- 
titude may, in turn, affect the leave-planning—may, in- 
deed, demonstrate that, for the time being, such planning 
is not sound. Later, perhaps, the climate will be right for 
a better attempt. 


WORTH THE EFFORT 


It may come as a rude shock to the social worker 
recently assigned to a chronic ward to find she is just 
as fallible as her teammates. She may be chagrined to 
find that they do not express a burning desire for her 
services, even though the need may be obvious to her. 
If she is able to recover from the shock of these two 
blows, she may find that she is in for a salutary, — 
painful, learning experience. 


‘Have You Read? 


TALKING WITH PATIENTS-by Hildegard E. Peplau, 
R.N., Ed.D., in the July 1960 issue of The American Jour- 
nal of Nursing. “Talking with patients is easy when the 
nurse treats the patient as a chum and engages in a give- 
and-take social chit-chat. But when the nurse sees her 
part in verbal interchanges with patients as a major com- 
ponent in direct nursing service, then she must recognize 
the complexity of the process. . . . Talking with patients 
becomes productive when the nurse develops awareness 
of her own verbal patterns and then decides to take re- 
sponsibility for her part in verbal interchanges with pa- 
tients. When nursing is seen as an opportunity to further 
the patient's learning about himself, the focus in the nurse- 
patient relationship will be upon the patient—his needs, 
his difficulties, his lacks in interpersonal competence, his 
interest in living. What the nurse chooses to talk about 
during the relationship will be guided by her understand- 
ing of the scope and boundaries of nursing practice as a 
professional service.” 


PROGRESSIVE PATIENT CARE—A CHALLENGE 
FOR NURSING—by Faye G. Abdellah, R.N., Ed.D., first 
published in Military Medicine, May 1960, appears in the 
June issue of Hospital Management as a reprint. This 
article first explains the concept of progressive patient 
care—“organization of facilities, services, and staff around 


the medical and nursing needs of the patient.” The first 
attempt at classification of patients was undertaken by 
the Army in 1951; as it developed, the system became ap- 
plicable to other medical facilities—military, general, 
mental, and tuberculosis hospitals. 

The paper then goes on to delineate the five ele- 
ments of PPC: Intensive Care Unit; Intermediate Care 
Unit; Self-Care Unit; Long-Term Care Unit; and Home 
Care Program (all of which, although desirable, need not 
necessarily be incorporated in a given hospital.) Miss 
Abdellah relates some of the findings of the Public Health 
Service team which undertook this study of PPC—its ef- 
fects upon nursing; its effects upon patients; its effects 
upon costs; and the need for further research. 


SELECTED ARTICLES ON NURSING HOMES— 
A 287-page collection of papers on all aspects of nursing 
homes. This material, published in professional journals, 
such as Mental Hospitals, Nursing Homes, Modern Hos- 
pital, Geriatrics, Nursing Outlook, Hospitals, and others, 
was compiled by the Division of Special Services, Chron- 
ic Disease Program, of the U. S. Department of Health, 
Education, and Welfare, Public Health Service Publica- 
tions, and can be purchased from the Supt. of Documents, 
U. S. Govt. Printing Office, Washington, 25, D. C., for 
$1.50 per copy. 
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A Community Mental Health Center: 


BLUEPRINT FOR 
COMMUNITY 
ACTION 


By H. KOSIERADZKI, M.D. 
Director 

Marshall County Mental Health Center 
Marshalltown, lowa 


Untit 1955, the 22,000 people residing in this small mid- 
western town knew little about mental health centers. 
Yet today, one of their chief objects of civic pride is a 
beautiful, two-story building which embodies in brick 
and concrete an awakened community interest in the 
problem of mental illness. 

What made the new Marshall County Mental 
Health Center possible? 


BASIC IN CONCEPT 


Five years ago, the local chapter of the American 
Association of Univ ersity Women started to explore the 
problem of mental illness on state and local levels in 
lowa. In 1956, seeing the need for action, the group 
formed the Marshall County Mental Health Association. 
One year later, with a steadily increasing membership, 
the association incorporated, with a board of directors, as 
the Marshall County Mental Health Center. 

Thus, the interest seeded bv a single group sprouted 
into a sizable growth, encompassing professional peo- 
ple, merchants, and industrial groups in the community. 
The public became more concerned with the problems of 


The clean, modern lines of the Mental Health Center pre- 
sent an inviting atmosphere to the community it serves, 
and reflect in turn the purposeful effort the community 
devoted to the center's development. 


mental illness and began to talk about the proposed men- 
tal health center. Finally, in January of 1958, the center 
opened in temporary quarters with a full-time psychiatric 
social worker and a secretary. Part-time staff consisted 
of a private practice psychiatrist from Waterloo, a psy- 
chologist from the Veterans Administration Hospital in 
Des Moines, and another psychologist from Iowa State 
University in Ames. 

In six months the staff had increased to include a 
full-time psychologist and a second part-time psychia- 
trist, the author, who moved to the community to open a 
private practice and to direct the mental health center. 

By this time community pride in the enterprise be- 
gan to reflect itself in more active participation. So that 
the center would have its own quarters, one prominent 
citizen donated a lot next to one of the local hospitals, 
and $17,000 to start a building fund. Larson Associates, 
a local designer-builder, drew up plans and translated 
the community's dream into a reality. 

The first floor of the new building contains six offices 
with window walls, modern furniture, and wall-to-wall 
carpeting. These are for the medical director; the execu- 
tive secretary, who is also the chief social worker; the 
chief psychologist; the staff psychologist; and the secre- 
tary. The offices surround a spacious, attractive waiting 
room with Danish-style furniture, where the reception- 
ist’s desk is located. On the same floor is a diagnostic 
playroom with a two-way mirror. All offices and the 
waiting room are paneled in walnut. The lower level 
contains similar space. There is a physical examination 
room and a treatment playroom (also with a two-way 
mirror) which is much larger than the diagnostic play- 
room. The remainder of the lower level is open and is 
used as a conference room, but it can easily be converted 
into three additional offices. 


UNIVERSAL IN DESIGN 


One of the most important factors in the realization 
of the project was the feeling in the entire community, 
right from the beginning, that the center belonged to 
everyone; that this was their baby; and that they had to 
use all their resources to help it grow. From its incep- 
tion, there was not just one group involved; all the civic 
organizations, professional people, industrialists, and 
merchants felt a part of the project, and all of them were 
represented on the Board of Directors. 

The staff of the center pitched in, worked hand-in- 
glove with the board, and helped to involve the whole 
community. Every member of the staff was also a citi- 
zen of the community and felt just as proud of the proj- 
ect as the lay people did. 

The staff felt that thd center should be included in 
the general health program of the community, and tried 
to get as many physicians involved in the project as pos- 
sible. This objective was accomplished through personal 
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contact, by rendering quick service, and by giving the 
physicians reports on their patients just as soon as possi- 
ble. Within a year, practically every doctor in the area 
was interested in and supporting the project whole- 
heartedly. 

At the same time, the staff started to reach the 
schools, courts, and welfare agencies, by offering them 
consultation services, and inviting them to staff meetings 
when their patients’ problems were being discussed. The 
psychologist spent a couple of hours a week, going from 
one school to another, helping with the schools’ prob- 
lems on their own grounds. As a result, the schools 
offered considerable financial support to the center, and 
today a substantial number of referra!s come from them. 
Although it has existed only two years, the center re- 
ceives immediate referrals of any emotional problems 
arising in the schools, courts, welfare departments, or in 
industry. And staff recommendations are received with 
great respect by these agencies. 

As far as financial support is concerned, the major 
part of the budget comes from the County Board of 
Supervisors, schools, fees, civic organizations, and com- 
munity clubs. In order to keep the community con- 
stantly interested in the center, a separate drive is con- 
ducted once a year, which furnishes about one-fifth of 
the budget. The theory is that if money were drawn 
from taxes, the responsibility would be taken away from 
the community, and interest in the project would prob- 
ably decrease. 


A prominent feature of the center's attractive reception 
room is a portrait of Mrs. Lester Williams of Marshall- 
town, who contributed generously to the building’s con- 
struction. 


PRACTICAL IN STRUCTURE 


Organizationally, the Mental Health Center, Inc., is 
supported by contributor-stockholders who choose the 
15-member Board of Directors. (To become a “stock- 
holder” in this nonprofit corporation costs one dollar.) 
The board plans the general policies and is the govern- 
ing body of the center. Since the directors represent 
various groups in the area, the community, through them, 
is actually responsible for the operation of the center. 

The clinic director is responsible to the board for the 
functioning of the clinic. He attends all board meetings 
and helps to plan the operation, policies, and future de- 
velopment of the center. He meets regularly with the 
president of the board to work out minor problems, in- 
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forms the board on staff problems and maintains staff in- 
terest in the problems of the board. All personnel working 
in the center are directly responsible to the director, and 
assist him in formulating statf policies. 

The social worker who is the executive secretary is 
responsible to the director for the administration of the 
center, as well as for social service. The psychology de- 
partment, in addition to treatment and diagnostic test- 
ing, has the responsibility (under the director and the 
board ) for conducting research. 


PROGRESSIVE IN FUNCTION 


The center treats an average of 120 patients from the 
surrounding area each month. Up to now the waiting 
list has been small—from five to ten cases—and the staff 
usually gets everybody into treatment within four to six 
weeks. The caseload consists mainly of personality dis- 
orders, neuroses, behavior problems, marital difficulties, 
and court cases for evaluation and eventual treatment. 
About 40 per cent of the patients are children who have 
emotional problems. (Statistically, a child is one case, 
but in practice three persons are usually involved—the 
child and his parents.) The center carries very few psy- 
chotic patients, but occasionally ex-patients are followed 
up after their discharge from a state hospital or univer- 
sity clinic. 

Every patient who comes to the clinic is seen by a 
psychiatrist for a diagnostic evaluation and disposition. 
After that, he is assigned to another staff member. The 
treatment consists primarily of psychotherapy and occa- 


sional drug therapy. Every case under drug therapy is 
carried either by the psychiatrist himself or under his 
close supervision. Once a week for about three hours a 
staff meeting is held to discuss general administrative 
problems as well as difficult cases. In addition, the psy- 
chiatrist spends one hour a week in a supervisory capac- 
ity with each staff member. 

Although it is not affiliated with a state or private 
psychiatric hospital, the center is in close contact with 
the State University ot lowa, where difficult and interest- 
ing cases are referred. Chronic or acute schizophrenics 
and other psychotic patients who need inpatient treat- 
ment, but who cannot afford private care, are sent to the 
Mental Health Institute in Independence. In addition to 
these supporting facilities, there is a ten-bed private 
psychiatric unit in a general hospital in Marshalltown. 
Recently, with the help of Hill-Burton funds, construc- 
tion was begun on a modern, 24-bed psychiatric unit to 
be added to Mercy Hospital. 


BOLD IN PERSPECTIVE 


The mental health center has proven to be effective 
and satisfactory, both to the staff and to the community. 
In all their work, the staff stresses that the center belongs 
to the community, that it will offer service to the best of 
the staffs ability, and that all will work together and 
try to solve every problem which arises. The center will 
continue to work with the community, and the commu- 
nity with the center, toward the solution of their com- 
mon problems. ° 


Have You Heard? 


FACTS AND FIGURES: If diseases of the heart are the 
No. 1 killer in the U. S. today, mental and emotional dis- 
orders head the list of leading causes of disability. In 
1958, according to statistics and data recently published 
by the National Health Education Committee, 17 million 
persons in this country were afflicted in some degree by 
mental and emotional disorders. Going on down the list 
we find: diseases of heart and circulation, 15.8 million; 
hearing impairment, 15 million; arthritis and rheumatic 
diseases, 11 million; neurological disorders, 4% million; 
diabetes, 2 million; cancer (estimated under treatment 
in 1958), 700,000; and totally blind, 345,000. 


DECENTRALIZATION: The Georgia Psychiatric 
Association is working with the Governor, the medical 
association, the mental health association, and the State 
Health Department, to put Georgia on the “road back” 
to mental health. An experiment which began in 1957 
gave impetus to this drive. A state-wide program to pro- 
vide intensive treatment in three general hospital units 
was initiated to relieve the burden of Georgia's lone state 
hospital (12,000 beds at Milledgeville). These units, 
totaling 50 beds, are located at Augusta, Macon, and 


Columbus. In the first 15 months of operation only 9 
per cent of the patients treated were recommended for 
long-term hospitalization at Milledgeville. It is estimated 
that about 70 per cent would have required commitment 
had not these services been available. This favorable ex- 
perience with the three initial units has sparked a pro- 
gram of decentralized facilities for treating patients near 
their homes. 


CONSTRUCTION: On May 15, the Veterans Admin- 
istration Hospital at Palo Alto, Cal., dedicated its new 
combined division of neuropsychiatry and general medi- 
cine and surgery. When completed in July 1961, it will 
provide 749 psychiatric beds and 227 medical and surgi- 
cal beds, housed in six new buildings (3 psyehiatric, 1 
neurologic, 1 medical and surgical, and 1 infirmary) thus 
relieving the overcrowded conditions of the old hospital 
at nearby Menlo Park. A total bed capacity of 2,000 is 
anticipated by the time the program is in full operation. 
Christmas of this year should see 90 per cent occupancy. 
The new division will work in close liaison with Stanford 
University and will offer residency training programs in 
medicine and surgery as well as in psychiatry. 
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perphenazine 


in psychoses and chronic neuroses... 
enhances therapeutic “acceptance’ 
accelerates therapeutic response 
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a phenothiazine with the 


perphenazine 


“In contrast to earlier phenothiazine derivatives, which cause sedation, psychomotor retardation, 
increased appetite and excessive weight gain...[TRILAFON] [ordinarily does] not produce trouble- 
some sedation or psychomotor retardation in these patients.” * 

Available for psychiatric use as Tablets, Injection, Liquid Concentrate. Consult Schering literature for 


indications, dosage and administration, precautions and contraindications. 
*Ayd, FE. J., Jr.: New England J. Med. 261:172, 1959. 
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By WILLIAM F. SHEELEY, M.D. 
Chief, General Practitioner Education Project 
American Psychiatric Association 
Washington, D. C. 


COMMUNITY 
SELF-INTEREST: 


As THE STATE HOSPITAL MOVES back into the main stream 
of civic thought and action, it must develop closer work- 
ing relations with its community; i.e., with those citizens 
who depend upon it when they become mentally ill, and 
upon whom it depends for financial and social support. 

However, a close working relationship between any 
two groups requires first that both groups want to col- 
laborate. In the past many hospitals trying to enlist 
community help have been rebuffed because the commu- 
nities could not see how their own interests would be 
served. When the hospital told the community its story 
and waited for help, nothing happened. The community 
seemed to care little about conditions affecting patients 
in the state hospital. It seemed to care little about the 
implications of shortages of medications and equipment, 
of too few authorized staff positions, or of low salaries 
and high personnel turnover rates. It seemed to care lit- 
tle about substandard treatment programs. 

The hospital thus found itself trapped: The com- 
munity seemed to care not at all about its problems, vet 
the hospital had to have community help. 


HOPE FOR HOSPITALS 


This help is all the more urgently needed because of 
recent technological breakthroughs by psychiatry itself. 
These breakthroughs cause past therapeutic nihilism to 
give way to hope that makes hospitals come alive. Hos- 
pital staffs drive themselves harder in a vain effort to fill 
the intolerable discrepancy between what they could be 
doing for their patients and what they actually are doing. 
They see that technological improvements will have 
meaning only if the community pays for their use in the 
hospital. 

Furthermore, the use of these improved therapeutic 
techniques, although relatively limited because of inade- 
quate money and other resources, has swelled the flood 
of discharged patients needing resettlement in the com- 
munity. These discharged patients will become re-ad- 
mitted patients if the community does not provide medi- 
cal therapy integrated with that of the hospital; and if, 


Wall or Door? 


further, it does not furnish nonmedical assistance, such 
as job-finding, sheltered workshops, foster-care homes, 
and half-way houses. 

Community help is needed to create an improved 
public image of the hospital and a matter-of-fact attitude 
toward the mentally ill person, so that he will seek hos- 
pitalization sooner, ‘he and his family will suffer less em- 
barrassment, and he will resume his place in the com- 
munity more easily after discharge. 


EXPLORING THE APPROACH 


There can be little doubt, then, that enlisting com- 
munity collaboration is a vital matter to the state hos- 
pital. If this be so, what can a state hospital superinten- 
dent, wanting to work closely with his community, do 
about the paralyzing inertia he encounters? What new 
approach can he try that might excite some useful re- 
sponse? 

Perhaps, upon analyzing the techniques and effects 
of his hospital's old approach, the superintendent will 
discover that somehow the hospital did not really get its 
message across; it did not bring the community to under- 
stand what its citizens in the hospital need; it did not put 
the message in a form that meant something to the 
community. , 

Working from the assumption that he must bring 
each individual citizen to feel a personal stake in his 
state hospital, the superintendent can try to discover the 
community's real system of values (What things are im- 
portant to the community and what unimportant? What 
things will strike its fancy, and what will not?) and re- 
write his message to the citizen in accordance with that 
value system. The hospital staff members must consider 
carefully their own conceptions of hospital and commu- 
nity functions. Are they convinced that the hospital 
exists to solve community problems, or do they believe, 
really, that the community exists to solve hospital prob- 
lems? 

When the hospital puts itself into the community's 
shoes as it solicits community support, and when it con- 
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siders itself as but one of several community resources 
which exist to solve mental health problems, it is adopt- 
ing the community-centered attitude. It recognizes the 
practical fact that hospital and community need each 
other. The community needs a state mental hospital that 
functions well; and to function well, the hospital needs 
a community that supports it well. 

The hospital should concern itself with such broad 
policy questions as: “Should we help the community with 
all its mental health problems, whether they directly af- 
fect us or not? Have we done enough when we give the 
community's mentally ill persons hospitalization, or 
should we treat some of the mental illness outside our 
walls? How can we best help the community solve its 
own mental health problems and therefore depend on us 
less? What information about discharged patients should 
we give family physicians and social agencies dealing 
with these patients? What can we do about our own hos- 
pital procedures to assure giving this information fully 
and promptly? How can we help physician and social 
agency become more sophisticated psychiatrically, and 
thus make what we tell them more meaningful? How 
much of the burden of assisting the emotionally dis- 
turbed person can properly be shared with such citizens 
as physicians, social workers, clergymen, police, and 
teachers? What can we do to help these persons improve 
their effectiveness in dealing with emotional disturb- 
ance?” 

A hospital seeking a community-centered attitude 
will first recognize that the enthusiastic cooperator is the 
one who sees that he will benefit by cooperating; if he 
can see no benefit to himself, he will cooperate grudg- 
ingly or not at all. To get enthusiastic community co- 
operation, then, the state hospital will try to show that 
collaberation will serve community self-interest. 


HELPING THE COMMUNITY 


Once the hospital understands its own role clearly, 
it can learn about community needs by asking commu- 
nity leaders what their problems are, how they have tried 
to solve them and with what success, and what possible 
alternative solutions might be tried. These discussions 
give the hospital an idea of how and where to volunteer 
help, and it can then involve itself in many kinds of 
community activities. Hospital professional staff people 
can step up their participation in their respective profes- 
sional organizations. Hospital physicians admitting and 
discharging patients can place even greater emphasis on 
prompt written and verbal reports to family physicians. 
Social workers and other staff can deal even more closely 
and extensively with appropriate civic and social organi- 
zations. During these formal contacts, personal friend- 
ships will grow between staff and community members. 
Not only will such involvement further the hospital's 
knowledge of where community self-interest really lies, 
but the friendships thus formed will be building blocks 
from which to fabricate community-hospital mental 
health programs, and the hospital will be learning to 
present its case convincingly. 

Next, the hospital can offer family physicians a_post- 
graduate psychiatry course co-sponsored by the county 


medical society, the district branch of the American Psy- 
chiatric Association, the local chapter of the American 
Academy of General Practice, and a nearby medical 
school. It can offer similar courses, each co-sponsored by 
the hospital and an appropriate community organization, 
to citizens in other professions and in related commu- 
nity activities. These teaching activities will not make a 
half-baked psychiatrist of every Cub Scout den mother, 
but they will raise the level of psychiatric knowledge in 
the community and augment hospital participation in 
community affairs. 

After these preparatory activities aimed at fostering 
greater hospital-community understanding have moved 
ahead, the hospital can invite leaders from the commu- 
nity to meet with it to get down to business: to sketch 
out plans of action, to assign specific responsibilities, and 
to establish lines of communication. 


A SHINING EXAMPLE 


The Central Louisiana State Hospital at Pineville 
provides an example of the successful employment of the 
community-centered attitude. For several years, this hos- 
pital has been actively moving out to meet mental health 
problems, rather than passively accepting problems 
thrust upon it. A major feature of this policy is the estab- 
lishing of outpatient treatment centers at strategic points 
in the area of some 30,000 square miles that the hospital 
serves. The first of these centers was established in 1955; 
a second, in the summer of 1959; and a third, in June of 
1960. The hospital will open more of them as it sees the 
need and as resources permit. 

Providing individual and group psychotherapy, 
shock and drug therapy, occupational and recreational 
therapy, the centers accept patients referred by family 
physicians and medical consultants of social agencies. 
They have helped keep therapy in the community. More 
than 75 per cent of the patients accepted by the centers 
would have had to be admitted to the hospital had the 
centers not existed. Fewer than 15 per cent of those 
treated at the centers have ultimately been referred to 
the hospital, and even these were for comparatively brief 
inpatient treatment. 

All the benefits realized from this hospital participa- 
tion in community affairs cannot be described adequately 
here, but two can be cited to show how both hospital and 
community profit. The hospital profits because treating a 
patient costs much less in a center than in the hospital— 
$144 per patient-year in the center, $1200 in the hospital. 
The community profits because the patient, having avoid- 
ed hospitalization, continues working, remains a_tax- 
payer, and keeps his family off the public assistance rolls. 

The hospital believes the centers will (1) halt the 
rise of hospital admissions, (2) decrease re-admissions, 
and (3) provide better mental health service to the com- 
munity. It anticipates that someday there will be a much 
smaller hospital, functioning as a specialized unit to serve 
the treatment centers which will carry the primary bur- 
den of protecting community mental health. The hos- 
pital will provide only specific, brief-as-possible treat- 
ment and then return the patient to the center. 

As any state hospital moves deeper into the com- 
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munity, its staff members often raise questions such as 
these: Will the hospital, already strained by intramural 
demands, be overwhelmed in trying to fill the commu- 
nity’s bottomless needs? Is the community dumping its 
burden on the hospital instead of doing its share? Are 
meetings between hospital staff members and community 
people just a lot of palaver that sounds good, but never 
accomplishes anything? 

These questions are discouraging, but need not be 
alarming. A certain latency period is characteristic of all 
group processes. A good idea when first introduced often 
encounters group indifference or even hostility. Disap- 
pointing false starts are made; frustrating blind alleys ex- 
plored. Only later—perhaps much later—appear overt 
changes in group behavior that overlie covert changes in 
attitude and thinking. 

Let us not assume, however, that the community- 
centered approach will solve all problems, nor that it 
will prevent the appearance of new ones. What it will do 
is help to create favorable conditions for hammering 
away with new verve at old problems, and for handling 
new problems early, before they become heavy with 
hopelessness. 
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Toward Gracious Living 


Eastern State Hospirar (Logan Gragg, Jr., M.D., Supt.) 
Lexington, Ky., has launched an extensive resocialization 
project to combat the ill effects of institutional routine 
and to help patients improve their personal hygiene and 
eating habits. A preliminary survey showed that these 
particular areas needed attention. Patients lacked train- 
ing in the use of knives and forks, for instance, and the 
atmosphere of the general dining room was not condu- 
cive to leisurely eating. The project, which began in 
February, is conducted primarily by the dietary and 
nursing departments, with the help of the Patients Coun- 
cil. After only a few months, a marked improvement has 
taken place. A full complement of silver is now being 
distributed to each patient; when additional funds be- 
come available, paper napkins will be used at all times. 
Glasses have been issued to one ward dining room and 
breakage there has been lower than in the employees’ 
cafeteria. In the infirmary, patients are now dressing up 
for their meals. Personnel have noticed an increased in- 
terest and improvement in the patients’ appearance. 


“And The Walls Came Tumbling Down” 


ONE OF THE CLICHES of mental hospital life is that we 
have torn down the wall which surrounded the institu- 
tion. The theory is that a generation ago the patient was 
kept on the grounds by high walls (literal or figurative ). 
Now we are enlightened and keep the patient on the 
grounds through more spiritual forces. 

The trouble with the old wall was not so much that 
it kept the patient in as that it kept the community out. 
Today many a hospital that is proud of its open doors is 
still not doing anything active about inviting the com- 
munity in. Not that the doorman shuts it out. It’s just 
that the hospital management doesn’t take any aggres- 
sive steps to bring it in. There is the occasional “hos- 
pital day,” a pink tea for invitees, with the hospital 
dressed up in its Sunday clothes. But at these affairs, the 
community is a spectator, not a participant. 

Some exceptional institutions go much further. One 
hospital invites vocational-guidance and personnel peo- 
ple to take part in predischarge group sessions, and pos- 
sibly picks up some employees that way. One keeps 
clergymen busy on Wednesdays participating in group 
therapy right on the grounds. Several hold sessions for 
general practitioners. A good program can be developed 
for police officers—reviewing such problems as suicide 
prevention, drug addiction, drunkenness, and manic be- 
havior. A liaison with a newspaper reporter can pay 
dividends in terms of good public relations—and such a 
liaison is strengthened when the reporter is a frequent 
visitor. Women’s clubs have developed gardens tilled by 
patients in some areas. Some hospital officials have de- 
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veloped superb auxiliary groups who raise funds for wel- 
fare activities, help get favorable publicity, and keep the 
channel to and from the community wide open. 

The door in the wall can be a two-way passage— 
and the friends who come in may some day be friends 


indeed. 
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Compazine Spansule 


brand of prochlorperazine 


in the hospital 


The convenient qizh “Compazine’ Spansule 
capsule dosage regimen permits nurses to 
spend less time administering medication and 
more on other forms of therapy. Also, “Span- 
sule’ capsules stretch budgets. Whenever six 
‘Compazine’ patients are changed from t.i-d. 
tablet medication to ‘Spansule’ capsules, the 
money saved treats an additional patient. 


brand of sustained release capsules 


on the job 


‘Spansule’ capsules give you better control 
over the office patient. Inconsistent observance 
of tablet dosage regimens may cause a break- 
through of symptoms. With ‘Spansule’ cap- 
sules, however, you rely less on the mood and 
memory of the patient—one dose in the morn- 
ing provides ‘Compazine’ protection through- 


out the working day. 


‘Compazine’ Spansule capsules are available in four strengths: 10 mg., 15 mg., 30 mg. and (especially 
Smith Kline & French Laboratories, Philadelphia 


or high-dosage regimens in hospitals) 75 me. 
ge reg 5 mg 


SMITH 
KLINE & 
FRENCH 
leaders in 
psychopharmaceutical 
research 
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Most oF us AGREE that the most important part of 
any medical treatment is continuity of care, whether 
for physical or mental illness. In this we are at one 
with our nonpsychiatric medical colleagues. How 
curious it is then, that the very diversity of psychi- 
atric services is the cause of all kinds of legal, eco- 
nomic, and administrative barriers to attaining this 
desideratum. 

The family physician who sends a physically ill 
patient to a general hospital may follow that patient's 
treatment either directly by carrying it out himself, 
or indirectly, but still closely, through consultation 
with the hospital staff or with specialists. Thus the 
emotional ties which have long existed between him 
and his patient and his patient's family are not inter- 
rupted by the fact of hospitalization. In the case of 
mental hospitalization for psychiatric illness, barriers 
immediately appear. The patient has crossed the 
line which separates him from his private physician. 
The doctor does not have the privileges and preroga- 
tives of working on the hospital staff, nor does he 
feel free to visit his patient continuously during the 
hospital stay. 

Another interruption of continuity occurs when 
a patient who has been treated at an outpatient clinic 
suffers an exacerbation of symptoms which calls for a 
period of inpatient treatment. Only rarely may he 
continue working with the same psychiatrist and so- 
cial worker. 

In a similar situation is the patient who leaves 
the mental hospital but needs follow-up care as an 
outpatient. Seldom is the inpatient-outpatient system 
of the hospital so integrated that he may remain with 
the same physician who has already helped him to- 
ward partial health. 

More fortunate is the patient whose means per- 
mit his private psychiatrist to send him to a psychi- 
atric unit in a general hospital. Here the private 
physician has staff privileges, and the family physi- 
cian may have the courtesy of the house by being 


permitted to visit his patient during the treatment 
period. 

It seems a pity that so many nontherapeutic le- 
gal, economic, and legislative barriers are interposed 
at crucial points in the history of a psychiatric illness. 
Great Britain appears to have solved. the difficulty 
to some extent. There the physician may follow his 
patients both in and out of the public mental hospital 
for as long as seems desirable. I do not suggest that 
the British have developed an ideal medical system 
but, in fairness, one must admit that the continuity 
of care which has evolved out of their system offers 
advantages which are lacking here. Perhaps there is 
a way in which we, under our system, can set up a 
similar continuous network so that the doctor may 
travel along with his patient into all facilities through- 
out the course of illness. 

Some form of “open staff’—a logical corollary to 
the fashionable “open hospital,” which is certainly 
patient-oriented—might help to achieve this continu- 
ity. Doubtless there would be countless administra- 
tive headaches involved in having a variety of physi- 
cians practicing in our public mental hospitals and 
outpatient clinics. But they might bring with them 
some currents of fresh air to ventilate the musty cor- 
ridors of hospitals isolated by civil service regulations. 
Legal considerations, too, would be involved. Are 
such visiting physicians, for instance, working for a 
state system or are they carrying on their private 
practice when they call upon their patients? True 
administrative ingenuity could solve some of these 
problems. The creation of part-time or consultative 
appointments might be one useful device. 

If we are truly dedicated to therapeutic en- 
deavor, we need open minds as well as open hospi- 
tals. How refreshing it would be professionally if all 
of us, no matter what our orientation—state, private 
practice, inpatient, outpatient—could freely intermin- 
gle in an over-all therapeutic endeavor! Many of the 
divisive forces within psychiatry and between psychi- 
atry and other branches of medicine would be dissi- 
pated if good workaday relationships could be estab- 
lished. The hostilities of eclectics, organicists, and 
psychoanalysts could become history, as could some 
of our dogmatisms, if we had an opportunity to wit- 
ness at first hand one another’s contributions. 

Administrative, legal, and economic headaches? 
Plenty, of course. But it is our duty as physicians to 
strive in any way to eliminate roadblocks to the prog- 
ress of our patients. To achieve continuity of care, 
we must accept the need for continuity of effort. 
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Number One in a Series by Past Presidents of A. P. A. 


MENTAL HOSPITAL PSYCHIATRISTS should not have a feel- 
ing of inferiority about their work. They should have a 
real pride in the tremendous challenge to help helpless 
people, to penetrate the increasing mysteries of psycho- 
pathology, to add new weapons for fighting mental ill- 
ness, and to develop opportunities for study ond research. 

In my early days the mental hospital psychiatrist 
shared with the ‘clap doctor” the lowest rung in the med- 
ical profession's hierarchy. He was often a lazy, political 
appointee, an alcoholic ne’er-do-well, or a failure in gen- 
eral practice (the general practitioner in those days being 
one rung up the ladder). 

But we have a tradition of great men too, from Pinel 
and Tuke, and the “original 13,” to the Overholsers and 
Bartons of today. You, the rising generation of mental 
hospital psy chiatrists, will build on what they have built. 
The next generation will build on what you have built. 
You must build well. 

But if each generation of psychiatrists profits by the 
labors of preceding generations, a reading of current 
journals leaves the impression that the present genera- 
tion has outdistanced all its predecessors, and that no 
real progress was made in mental hospitals until the last 
few years. Such beliefs are understandable but, because 
untrue, irritating to us old-timers. In my own 43 years 
of experience, the late Nineteen-Thirties and the early 
Forties constituted the most impressive period of thera- 
peutic advances. Within a few years came insulin coma, 
metrazol, electroshock, lobotomy, penicillin, and disulfi- 
ram. Breakthrough after breakthrough! But to the new 
generation of psychiatrists, with their emphasis on psy- 
chothe ‘rapy and tranquilizers, that decade was decadent. 
They deprecate too readily those earlier great achieve- 
ments; the pendulum has swung too far. The broad- 
minded and eclectic psychiatrist ‘should be able to view 
all psychiatric therapies objectively (not emotionally and 
subjectively) and use any or all of them that may con- 
tribute to the mental health of his patients. 

In my generation, we too regarded many of our 


“WE THROW THE TORCH” 


By GEORGE H. STEVENSON, M.D. (1940-1941) 
Hawaii State Hospital, Honolulu 


predecessors as institutionalized time-servers. But we 
soon learned to respect the men who had assumed the 
gigantic task of converting asylums into hospitals and 
those who gave us the means of combating pellagra and 
general paresis. We cherished, too, these great crusaders, 
Clifford Beers and Dorothea Lynde Dix, for their im- 
provement of mental institutions, as we did Pinel, Es- 
quirol, and Tuke for their humanizing of the care of 
patients. We even learned to respect those who gave 
us, so long ago, the since-maligned “cult of curability,” 
because of their emphasis on helping sick people to be- 
come well. Let us remember that indeed many patients 
did recover and went home. Many stayed well for the 
rest of their lives. A good asylum then was better than 
a poor hospital today, The old annual reports of the 
better asylums should be required reading for psychiatric 
residents. Either our predecessors did a good job, or 
“spontaneous recoveries” were just as numerous (al- 
though today we might, perhaps erroneously, credit our 
own particular brand of psychotherapy). A study of 
these old reports might increase our respect for those 
older psychiatrists and make us more modest as we view 
our current efforts. I remember, when insulin coma and 
electroshock became available, how excited we were and 
how eagerly we talked about greatly improved discharge 
rates. True, some patients did get well more quickly, but 
the actual improvement in the discharge rate was not 
remarkable. 


POLITICS AND HOSPITALS 


The greatest handicap modern mental hospitals face 
is that of political control. Politics are more apt to be 
concerned with patronage and penuriousness than with 
psychiatric therapeutics. Because of control by state gov- 
ernments, all public hospitals are overcrowded, even with 
the reduction in total patient population which has taken 
place during the past few years. It will be a great day 
for mental hospitals and their patients when independent 
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hospital boards take control, following the pattern of 
today’s general and tuberculosis hospitals. Government 
should not be in the hospital business. Poverty, patron- 
age, and overcrowding are directly due to state control. 
It is time for a change. Here indeed is a challenge to the 
rising generation of psychiatrists! 

Hospital psychiatrists themselves must share some 
of the responsibility if they uncomplainingly accept the 
low standards imposed by government control. We 
should not accept overcrowding, for instance, as normal. 
We should war against it by every means we can sum- 
mon. We don't overcrowd horses, pigs, cattle, or chickens. 
We only overcrowd sick humans. Are we in the animal 
business or in the hospital business? 


THE DIGNITY OF THE PATIENT 


Moreover, we are completely responsible when there 
is lack of respect for individual patient dignity. In many 
mental hospitals, men and women patients of any age 
are commonly referred to and addressed as “Tom” or 
“Mary.” If your wife or mother is taken to a general hos- 
pital for treatment of a physical illness she remains “Mrs. 
So-and-So.” But let her be admitted to a state hospital 
and she immediately becomes “Mary” to every employee. 
This is abominable. As part of our fight to remove the 
so-called stigma from mental illness, we must elevate our 
own standards and actions. I urge every mental hospital 
psychiatrist to make sure he addresses every patient (ex- 
cept minors) as “Mr.” or “Mrs.” and that he constantly 
emphasizes to his staff the personal dignity of his patients. 
Certainly, this is an era of informality; but let us be sure 
our informality does not detract from the personal dig- 
nity of our patients. The mental hospital is not exempt 
from the Golden Rule. 

Another personal indignity is to refer (and perhaps 
not at the conscious level) to wards as “male service” or 
“female service.” Even public washrooms in railway sta- 
tions are designated “Men” or “Women.” General hos- 
pitals speak of “Men’s Medical” or “Women’s Surgical.” 
Our patients, too, are sick men and women, not crudely 
“male” and “female.” 

Closely related to the personal dignity of the patient 
are our admission procedures. Our “commitment” laws 
are barbarous and anachronistic. True, we have had 
voluntary admission methods for many years, and short- 
term emergency certificated admissions, but by and large 
most patients admitted to American mental hospitals are 
“committed” by court procedure, a cruel and archaic 
device. 

Mental illness is the only kind of illness for which a 
court order is ordinarily needed to insure treatment. A 
judge has to decide that the person is sick enough to be 
treated in a mental hospital (or he decides that the per- 
son is not sick enough). And we psychiatrists have toler- 
ated this medieval procedure, even encouraged it by our 
unconcern. Court commitment may have been needed at 
one time, but Ontario, for instance, has managed to get 
along almost entirely without it for nearly 100 years. The 
Ontario (and now the English) admission procedure is 
usually certification by two licensed physicians—as simple 
as that. 
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Patients should not be “committed,” they should be 
“admitted,” as they are to any other kind of hospital. 
Physicians, not judges, should send patients to hospitals. 
Legal commitment was instituted to protect the patient 
from being railroaded into an asylum, to protect his es- 
tate and legal rights. Moreover, in those remote times 
there were no private practice psychiatrists, no mental 
health clinics or psychiatric clinics, no psychiatric wards 
in general hospitals, so that “asylums for the insane” were 
the only available facilities. 

All that has changed. But we still adhere, too will- 
ingly, to this harsh and undignified court commitment 
procedure. Relatives have to “petition” for the admission 
of an allegedly mentally sick relative. There is a medical 
examination, often cursory and impersonal, and a legal 
decision that the patient will or will not be admitted to 
a psychiatric hospital. I hope that the American Psychi- 
atric Association and the National Association for Mental 
Health will begin an active campaign to modernize our 
admission procedures. 

There is one challenging question which has haunted 
me for many years and is still unanswered. Why has 
every psychiatric treatment originated in Europe, and 
often in the most unlikely parts of Europe? And why has 
not one single treatment originated west of the Atlantic 
Ocean? It is understandable that in the 19th century we 
had not the scientific background or the people to de- 
velop new methods, and naturally looked to Europe for 
most medical advances. But in the 20th century, despite 
our money, men, and opportunities, and despite Europe's 
poverty and her suffering in two world wars, Europe still 
produced psychoanalysis and its variations; salvarsan; 
malaria therapy; insulin coma; metrazol; electroshock; 
lobotomy; penicillin; disulfiram; sleep treatment; the bar- 
biturates; the tranquilizers. What have we Americans 
been doing all this time? This is a heart-searching ques- 
tion. Have we too much money? Are we too well-fed? 
Is there too much “togetherness” here? Are we spending 
too much time attending conferences? Depending on 
money instead of mental effort? Writing too many pa- 
pers (touché to me)? I don’t know the answer, but I 
think it is to be found by answering some of these ques- 
tions. How do you feel about it? And what do you think 
we ought to do? 


TREATMENT IS MORE THAN PSYCHOTHERAPY 


Which brings me to a few comments on psychother- 
apy. I have long admired and used Edward J. Billings’ 
classification of the psychotherapies. This is a most im- 
portant point—that there are various kinds. Psycho- 
analysis was introduced as a psychotherapy, and Freud’s 
disciples long used it as such. But it is interesting to 
note that in Karl Menninger’s recent address, “Hone,” he 
suggests that psychoanalysis is not really a psychother- 
apy, but is basically a tool for unlocking and exploring 
the unconscious, as well as being an educational device. 
While education and treatment may have some elements 
in common, they are certainly not synonymous terms. 

Dynamically oriented psychotherapy is being used 
extensively in our mental hospitals and many are using it 
to treat schizophrenic patients. At least the “therapist” 


| 

| 

| 

| 
d 
d 
| 
S- 
of 
ve 
e- | 
its 
he 
an | 
he | 
ric 
or 
al- 
yur 
of 
ase 
ew 3 
ind | 
und | 
rge | 
but 
not : 


24 Mental Hospitals 


feels better for its use, whether the patient benefits or 
not. But often overlooked in any discussion of psycho- 
therapy is the possibility that one type may be as good as 
another, that psychotherapy may be just as effective (or 
just as ineffective) from a nonpsychiatrist as from a psy- 
chiatrist, and that the same proportion of sick people 
may get well without it as with it. The unknown factor 
may be the effect of the personality of the “therapist” on 
the patient and his illness, to say nothing of the faith and 
suggestibility of the patient. By all means let us use and 
explore psy chotherapy in all its forms, but let us avoid 
being cultists (blind followers of the blind) or deluding 
ourselves eo our efforts. I find it hard to dismiss the 
idea that some of the talking-out psychotherapies are 
akin to “bleeding” which all the best physicians practiced 
into the early years of the 19th century. We must be sure 
that our 20th century psychotherapy is not a form of 
psychological bleeding. We must constantly scrutinize 
both ourselves and our therapies. Psy chiatric treatment 
is much more than psy chotherapy. 

Looking at psychiatry in a broad sense, I believe 
that the most important recent development in mental 
hospital psychiatry is adequate service for patients after 
discharge. The old idea that a mental hospital had re- 
sponsibility for treating only patients in the hospital 
buildings is no longer valid. A mental hospital is no 
longer a certain group of buildings on a certain acreage. 
It is limited only by the whereabouts of its conditionally 
discharged patients, if they are within the geographical 
area it serves. The director should consider the after- 
care or rehabilitation program as much a part of his hos- 
pital facilities as are its wards, its dining halls, and its 
recreation areas. He should feel responsible for keeping 
his conditionally discharged patients well; he cannot 
delegate that responsibility to anv other agency, except 
in an assisting role. Nor can he let the aftercare depart- 
ment of the hospital become an autonomous unit. 


THE IMPORTANCE OF REHABILITATION 


Today psychiatric rehabilitation is the great chal- 
lenge. Specifically, it is concerned with the prevention of 
recurrences of illness and the re-admission of former pa- 
tients. Theoretically, if we are able to help patients to 
mental health while they are in the hospital, we ought 
to be able to do even more to prevent ex-patients from 
having relapses. Thus the hospital not only has the re- 
sponsibility of supplving complete psychiatric services 
leading to full rehabilitation, during the conditional dis- 
charge period, but it may also have the moral obligation 
to continue offering these services after full discharge— 
in fact, so long as the ex-patient can profitablv use them. 

More generally, psychiatric rehabilitation is con- 
cerned with a far greater problem—that of actual preven- 
tion of mental illness. I hope the psychiatrists of the fu- 
ture will start taking a broader interest in psychopathol- 
ogy other than that seen in the clinically sick patient. 
Social psychiatry is a fascinating new field, including as 
it does understanding of the psv chopathology found in 
social conste ations—families, industries, political organi- 

zations, and international problems. No longer may the 
hospital psychiatrist concern himself only with his pa- 


tients and the management of his wards. No longer may 
the private psychiatrist be concerned only with the indi- 
vidual, frequently psychosexual, problems of his patients, 
with the unfortunate result that sexology and psychiatry 
become equated with one another. Psy chiatry must go 
wherever psychopathology exists—and there is ‘enough of 
it, in all conscience! Two World Wars so far in this 
century; psychopaths like Hitler, Mussolini, and Stalin in 
leading roles; the fear and anxiety of the common peo- 
ple making them willing victims of such leaders—all these 
things call for more active participation of psychiatry in 
international relations. War is in itself a psychiatric pub- 
lic health problem; during wars, the mental as well as the 
physical health of sailllens is harmed. One wonders 
whether political leaders—like pilots, dentists, and bus 
drivers—should not be required to have approved train- 
ing and a license to operate! 

We must not, however, overvalue our psychiatric ca- 
pacities. Psychiatry has something to contribute to de- 
linquency, marital discord, dependency, even religion, as 
well as to international problems. But social scientists in 
other disciplines may be more important than social psy- 
chiatrists. Psy chiatrists—hospital, private, or social—are 
first of all phy sicians, whose main job is to prevent men- 
tal sickness, to treat mentally sick people, and to assist 
and work with other social scientists for better mental 
and better social health at all levels, up to and including 
the international level. 


“Open Community” Hospitals 


WITHIN THE NEXT FEW YEARS Sweden will have built five 
open hospitals patterned after its new 800-bed facility 
at Gullberna. The new hospital, “built along entirely new 
lines,” according to the October 17, 1959, issue of the 
A.M.A. JourNAL, was recently inaugurated by King Gus- 
taf Adolf. 

“On a peninsula on the Baltic Sea, in the district 
called ‘The Garden of Sweden, an area of about 125 
acres has been transformed into a small ordinary com- 
munity without bars and barriers,” states the JOURNAL. 
“The hospital pavilions are located in the idyllic park 
and there is a community center with stores, cafeterias, 
barber shops, and a theater. It gives the impression of a 
small modern community or a tourist resort. As part of 
the therapy, patients work in the hospital gardens and in 
different types of workshops. There are hobby rooms and 
a library. There is also opportunity for swimming and 
other outdoor activities. The impression of an ordinary 
community is emphasized by the fact that the patients 
do not wear hospital uniforms. Both men and women 
patients are accommodated in 12 pavilions, most of which 
are two-story houses. No ward has more than six beds. 
Each department has a dining room and a sitting room 
of its own where visitors can be received. There are no 
long, depressing corridors, and the furnishings as well as 
the walls are in light and gay hues. The staff consists 
of 7 doctors, 320 nurses and attendants, and 72 other em- 
ployees—or one staff member for every two patients.” 
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Ward Management in a State Hospital 


THE PSYCHIATRIC PROFESSION, faced with the task of treat- 
ing and rehabilitating the mentally ill, relies heavily on 
the institutional psychiatrist, who by tradition remains 
responsible for the care of the majority of hospitalized 
patients. Yet the ward physician finds little written in- 
formation to help him in the management of his patients; 
few standard references or texts are available. 

In particular, the ever-increasing number of psychi- 
atric residents seek guidance with their problems of ward 
management. The inexperienced student of psychiatry, 
assigned to a ward filled with chronically ill patients who 
tax the therapeutic capacities of psychiatrists everywhere, 
can find little written material to help him with his first 
group of patients. 

In order to provide some assistance, the operation of 
one ward at Topeka State Hospital is described below. 
With no implication that this ward represents optimum 
management, it is presented because of the simplicity of 
the clinical setting and the potential application to other 
state mental hospitals experiencing similar problems of 
staffing, financing, and public support. 

The processes of ward management described were 
learned during the author's nine-month tenure as a physi- 
cian on an open ward for female psychiatric patients 
at Topeka, under the clinical supervision of a staff psy- 
chiatrist and a faculty member of the Menninger School 
of Psychiatry. 

Topeka is one of the major teaching hospitals of the 
Menninger School, whose Fellows are assigned to posi- 
tions as ward physicians in the hospital for the first 18 
months of their training program. The hospital is one 
of three state institutions for the mentally ill of Kansas. 
It cares for approximately 1300 male and female adult 
inpatients. In addition, it has an adult outpatient clinic 
and an adolescent unit which is a residential treatment 
center for 65 children aged 12 to 16. For administrative 
and treatment purposes, the adult inpatient portion of 
the hospital is organized into four sections, two female 
and two male sections of about 300 beds each. 

This study concerns one of nine wards of a female 
section. Of the nine wards, one serves as the admission 
ward, two provide specialized care for elderly patients, 


*The views expressed herein are those of the author and 
do not reflect official USAF opinion. 


and the remaining six offer continued treatment. Of 
these six wards, three are operated as “closed” and three 
as “open.” The ward described here is one of the open 
ones, housing 45 patients ranging in age from 17 to 75. 


THE WARD TEAM APPROACH 


Personnel of the ward team who provide 24-hour 
care are: four psychiatric aides; one registered psychi- 
atric nurse who gives part-time service to the ward; a 
social worker, who also serves four other wards; and the 
ward physician. Members of the section team, including 
two adjunctive therapists, the clinical psychologist, and 
the staff psychiatrist who supervises the ward physician, 
distribute their efforts among the nine wards of the sec- 
tion. The ward physician devotes approximately two- 
thirds of his working day to the administrative and thera- 
peutic aspects of ward management. 

The philosophy of treatment at the Topeka State 
Hospital emphasizes the conviction that many mentally 
ill people recover through contacts with others, both pa- 
tients and personnel. The treatment program stresses 
patient-patient and patient-staff interaction, incorporat- 
ing several somatic modes of treatment as well as struc- 
tured and unstructured group situations. During the nine- 
month period of this study, electroconvulsive treatment 
was prescribed for only one patient, while tranquilizing 
and energizing agents were used more widely. Nine pa- 
tients were treated by individual psychotherapy and five 
patients by group psychotherapy. 


THE WARD AS A THERAPEUTIC MILIEU 


Psychiatric theory maintains that social environment 
and attitudes of personnel can be altered to bring about 
positive changes in the perceptions, thinking processes, 
emotions, and behavior of the mentally ill. For example, 
psychoanalytic principles adapted to hospital care of the 
psychiatric patient, as proposed by Simmel and Mennin- 
ger, are utilized through the design of a therapeutic 
milieu. The ward physician prescribes the milieu, with 
the assistance of team members, during a weekly ward- 
team meeting. To provide a consistent team approach to 
the patient which will aid the resolution of his conflicts 
concerning his instinctual drives, The Menninger Foun- 
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dation has published a list of several specific manage- 
ment devices: 

1. Devices intended to correct disturbances in the 
aggressive drive: 

Encourage sublimations. 

Encourage direct verbal expression of conscious hos- 

tility. 

Encourage suppression of conscious hostility. 

Encourage relief from a conscious sense of guilt. 

Encourage relief from an unconscious sense of guilt. 

2. Devices intended to correct disturbances in the 
erotic drive: 

Give “love” unsolicited. 

Encourage the patient to “earn love.” 

Offer substitutions for passive feminine identifica- 

tions (in men). 

Offer substitutions for aggressive masculine identifi- 

cations (in women). 

Encourage socially acceptable narcissistic gratifica- 

tion. 

Encourage socially acceptable compulsive defenses. 


In practice, one of these management devices is se- 
lected in working with an individual patient. It is imple- 
mented by members of the ward team, who adopt pre- 
scribed attitudes toward the patient, by making requests 
of him in a particular manner, by answering his requests 
in an appropriate way, by adopting specific attitudes to- 
ward his privileges and restrictions, by attending to his 
relationships with other patients, and by prescribing spe- 
cific adjunctive activities. 


A CASE IN POINT 


The management of one patient on this ward illus- 
trates some of these methods in action. 


Mrs. R., a 25-year-old housewife, was admitted to 
the hospital because of the development of an in- 
creasing number of phobias, rendering her unable to 
accompany her husband, a professional man, in pub- 
lic, and unable to remain at home without him. Sev- 
eral years of individual outpatient psychotherapy 
had failed to help and she had become more de- 
pressed just prior to admission to the section and had 
threatened to kill herself by taking an overdose of 
sleeping tablets. Following psychiatric evaluation on 
the admission ward of the section, Mrs. R. was trans- 
ferred to the ward under study where a diagnosis of 
phobic reaction was established. The management 
device of encouraging verbal expression of conscious 
hostility was selected, in an attempt to mobilize the 
energy bound in the neurotic symptoms. It was im- 
plemented by the adoption of an attitude of kind 
firmness toward the patient, by placing strict limits 
on her privileges, by refusing any unreasonable re- 
quests, by encouraging her participation in activi- 
ties with other patients, and by prescribing routine, 
household tasks on the ward. 


Although the ward physician and his team initiated 
this milieu, which provided the first step in prescribed 
treatment, the specific devices and treatment techniques 
were discussed by the team members during daily ward 


rounds and meetings. As the patient's symptoms, secur- 
ity status, and psychological assets changed, the treat- 
ment program was altered to provide care consistent 
with these emotional changes. 


As Mrs. R. became able to express considerable 
hostility toward her family, other patients, and mem- 
bers of the ward team, her complaints about the 
ward and the hospital were referred to her psycho- 
therapist. After some months, she became more re- 
laxed and more aware of the origin of her com- 
plaints. However, when her feelings were inter- 
preted to her, she either exploded in outbursts of 
rage or turned the anger against herself, sobbing for 
hours in desolation. At that time, the management 
device was altered to encourage relief from a con- 
scious sense of guilt, by increasing the tempo of ac- 
tivities, specifically by adding menial tasks to her 
daily work routine and assigning repetitive and non- 
gratifying tasks in the occupational therapy shop. 
With passing months, the patient became more 
cheerful and more amenable to the demands made 
of her, and her ancillary therapy program was ex- 
panded to include more expressive activities, such as 
drama classes. Gradually, she became able to leave 
the hospital for short periods of time and finally ac- 
cepted a position in the community as a dancing 
instructor. 


( During her hospitalization, Mrs. R’s marriage was 
terminated by divorce. She has since been dis- 
charged, has remarried, and up to the present time, 
has one child. She is still undergoing continuous 
psychotherapy. ) 


A culture similar to that of the community is an im- 
portant facet of the therapeutic milieu of the ward. Sev- 
eral patient groups contribute to this but the most effec- 
tive and extensive is patient government. This is an 
organization of all patients on the ward, directed by an 
executive council of five patient-members. Weekly meet- 
ings include a business session, a program, and a social 
period. The ward physician and psychiatric aides par- 
ticipate in these group discussions which deal with many 
aspects of the patients’ lives in the hospital. 


When Mrs. R. was elected chairman of the patient 
government, she was reluctant to appear before the 
group of women. With their encouragement, she be- 
came an active leader and shared her social graces 
with the rest of the ward. The resentment of the 
older patients, who had lived in the hospital for many 
years, toward Mrs. R. and the younger group of 
patients, served to involve the former group in the 
activities of the ward. All patients cooperated in 
decorating the ward for the Christmas holidays and 
planned a party for a men’s section in the hospital. 
At the suggestion of Mrs. R., several of the foreign- 
born resident-physicians were invited to speak to the 
patients about their native countries. 


To further this democratic process and to approximate 
the social controls in the community, a second patient 
group, called The Panel, meets regularly as a judicial 
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agency to consider patients’ requests for passes to town, 
for visits home, and for other privileges, as well as to 
invoke necessary measures for enforcing ward regula- 
tions. Four patients comprise this panel which meets 
weekly with the ward physician and the charge psychi- 
atric aide. Members of the panel, like officers of the 
patient government, rotate quarterly to allow more pa- 
tients to gain skills in interpersonal relations. 


One of the features of Mrs. R.’s initial behavior on 
the ward was her carelessness about the neatness of 
her room and her personal belongings. Her requests 
for increased grounds privileges were consistently 
denied by the panel, until her personal habits satis- 
fied the other women on the ward. 


The ward community also includes opportunities for 
patients to leave the hospital grounds with volunteer 
workers from the Topeka community. Two small groups 
of women volunteers, trained and sponsored by the hos- 
pital volunteer service, meet with the patients each 
week, devoting several hours to accompanying them on 
trips to the city, visits in the volunteers’ homes, or at- 
tendance at community affairs. This attention from the 
surrounding community stimulates the patients to main- 
tain an orientation toward the world outside the hospital. 

Numerous activities within the hospital allow the 
patients to participate in groups similar to those within 
their own communities. Through church services, li- 
braries, dances, and the canteen, the women meet real- 
istic but challenging situations. Ancillary activities in- 
cluding occupational therapy, music, drama, gardening, 
woodworking, recreational and industrial therapy assign- 
ments contribute to the constructive aspects of hospital 
living. 


PROBLEMS OF THE WARD TEAM 


This approach to the hospital treatment of psychi- 
atric patients challenges the ward physician as leader 
of the ward personnel. Not only do the individual and 
interpersonal conflicts of his patients concern the hospital 
psychiatrist, but the problems arising within the ward 
team also demand his attention. Until the ward physician 
feels comfortable in his role as leader of the psychiatric 
team, difficulties arising within the team provoke dis- 
sension among team members, and among the patients 
on the ward. 


Shortly after the author came to the ward, Mrs. 
R. repeatedly involved him in struggles regarding her 
treatment program, provoking him to feel that the 
psychiatric aides were unreasonably rigid with her. 
As the physician attempted to alter Mrs. R.’s activity 
program according to her demands, the psychiatric 
aides engaged the ward nurse in a display of hostile 
resistance to the doctor. This resulted in a plea by 
the aides and nurse to the ward physician’s super- 
visor, a section staff psychiatrist, that something be 
done to advise the new physician of his involvement 
in the manipulative attempts of Mrs. R. In addition, 
the team members arranged a special meeting in- 
cluding psychiatric aides from the afternoon and 
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night shifts, to resolve this conflict. Active discussion 
of the feelings of the members of the team resulted 
in the formation of a cohesive, spirited group. 


Some of these areas of conflict are fostered by the 
patients, both consciously and unconsciously, as they at- 
tempt to play one team member against another. Unless 
frequent team meetings dispel these conflicts, therapeutic 
gains are diluted by impairment of the morale of the 
personnel. 

During the nine-month period of this study, a total 
of 72 patients were treated on the ward. At the begin- 
ning, 45 patients were present, with every bed occupied. 
Twenty-seven patients were admitted to the ward dur- 
ing the interim and 41 patients left the hospital by trial 
visit or by discharge. Since only 31 patients remained, 
several vacancies were available at the end of the nine 
months. One year after the period of study, only three 
of the 41 patients who had left the hospital had been 
re-admitted. 

From such favorable results it is apparent that these 
methods of ward management are pertinent to the prac- 
tice of psychiatry within an institutional setting and 
would be feasible methods of treatment for many large 
mental hospitals. They may be helpful to institutional 
psychiatrists regardless of their theoretical orientation 
and regardless of the administrative policies of their in- 
stitutions. 


(A bibliography is available from M.H.S. on request. 
Please send self-addressed stam ped envelope. ) 


Broadcast Your Hospital’s Program 


Willmar State Hospital in Minnesota has celebrated 
its first year of continuous daily radio broadcasts over 
Station KWLM, Willmar, and three allied stations in the 
central part of the state. 

The five-minute daily interviews are taped in advance, 
and each is aired twice daily over the four-station net- 
work. Subjects discussed have encompassed the full 
range of hospital activity, including not only the medi- 
cal, psychological, and social service aspects of treat- 
ment, but also the services rendered by maintenance, 
laundry, food service, power, and other sections contrib- 
uting to the successful treatment program of the facility. 

Participants have included all members of the profes- 
sional staff as well as department heads and employees 
in the service departments. The programs are pre- 
sented in an informal manner, with a member of the 
radio station staff acting as moderator. 

This lively daily broadcast has been successful in 
stimulating interest in the hospital and in the subject 
of mental health in general. The public is invited to 
direct questions to the station and the response has been 
most enthusiastic. 


LESTER JOHNSON 


Assistant Superintendent 
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Why Deprol is the first drug 


to use in depressions 


Clinical reports indicate that many depressions can be 


relieved by Deprol and psychotherapy, without recourse l 
to more hazardous drugs or EST. u 
Deprol relieves the patient’s related anxiety, insomnia : 
and anorexia without danger of overstimulation, a 
thus permitting better rapport to be established sooner, A 
and facilitating more effective treatment. a 

hy 


Deprol acts without undue delay. Its effect can be 
determined quickly. If unusual cases require additional (" 
or alternative therapy, this will be quickly discernible. p: 


Deprol can be controlled — there is no lag period of ‘i 
a week or two over which drug effects continue after pa 
medication is stopped. In cases where alternative th 
| therapy may be needed, it can be started at once. “c 
al 
Deprol is safe — does not produce liver damage, th. 
hypotension, psychotic reactions or changes in sexual tru 
function; does not interfere with other drug therapies. sik 
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The Brief Case 


I. Reconciling Legal and 
Psychiatric Concepts 


The relationships between psychiatry and the law are 
long-standing and complex, and fraught with many mis- 
understandings. “The Brief Case,” which will appear 
monthly, has been developed in the hope of providing 
our readers wtih a better understanding of legal language 
and concepts. 


A MENTALLY DEFECTIVE BOY fell out of a window in a state 
institution. His guardian recovered damages. The court 
held that the degree of care which the state must exercise 
was limited only in terms of the patient's known defect. 
(The hospital was held responsible, in this case, for the 
patient's safety.) Reyes v. State, 170, NY 2d 633 (1958). 

A mentally defective boy eloped from the same insti- 
tution and lit a fire which damaged a barn. The owner's 
insurance company sued the state. In denying recovery, 
the court held that since the boy was classified as neither 
“criminal” nor “insane,” the state had no responsibility to 
a third party. A vigorous dissenting opinion revealed that 
the hospital authorities knew that the boy could not be 
trusted with matches. (The hospital was not held respon- 
sible to a third party, i.e., to the general community. , 
Excelsior Ins. Co. v. State of NY, 69 NE 2d 553 (1946.) 

A patient in a state mental hospital was attacked 
and injured by a fellow patient. In denying damages, 
the court held that the plaintiff, a mentally ill person, 
had the burden of proving that the hospital had been 
negligent in failing to provide sufficient care and protec- 
tion. It refused to presume negligence from the occur- 
rence of what it termed “an accident.” (The hospital’s 
responsibility for the patient’s safety was held not to be 
absolute.) Robinson v. State, 187, NY 2d 257 (1959). 

A woman in a private sanitarium, disturbed by the 
appearance of her roommate, ran unobserved from the 
psychiatric department to the obstetrics department, en- 
tered a patient's room and plunged from the window. 
The occupant ran out of the room, calling for a nurse. A 
nurse responded either moments before or moments after 
the patient had plunged. In a suit for damages for in- 
juries, the court held the hospital liable, on the theory 
that the patient, whose medical report stated that she 
should be kept under constant observation, might be ex- 
pected to attempt such an act. (The hospital was held 
responsible for the patient’s safety.) Mounds Park Hos- 
pital v. Von Eye, 245F 2d 756 (1957). 

A person diagnosed as a sexual psychopath was de- 
nied treatment at a state mental institution because, in 
the opinion of psychiatric witnesses, “he would not bene- 
fit by care or treatment in a state hospital and was a 
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menace to the health and safety of others.” (The state 
was held not responsible for caring for a mentally sick 
person.) People v. Elliot, 322 P 2d 1029 (1958). 


These decisions, selected at random from the law 
reports, illustrate some of the problems of courts, psy- 
chiatric witnesses, and patients in resolving the rights of 
patients with the rights of the community at large. They 
reflect the endeavors of various courts to apply firmly 
established rules governing the conduct of “normal” per- 
sons to the conduct of persons who, according to psychi- 
atric understanding, are mentally ill or metitally defec- 
tive. They demonstrate the patient's difficulty in main- 
taining his own rights, both as suitor and as witness. 

Such decisions never occupy more than a moment 
of public attention. Neither individually nor collectively 
have they received even a fragment of the consideration 
given to the famous McNaghten Rule (English; 1843), 
which has plagued so many psychiatrists with its lack 
of understanding of the nature of mental illness, and 
which so persistently dominates the thinking of Ameri- 
can and English courts in the field of criminal culpabil- 
ity. Yet the cases quoted herein are an integral part of 
the astonishingly vast amount of law concerned with the 
behavior of persons who are considered by courts and 
juries of laymen to be “of unsound mind.” 

Psychiatrists are often concerned because lawyers 
and jurists apparently refuse to accept changes in psy- 
chiatric concepts, and by this attitude retard legislative 
practices. Dr. Gregory Zilboorg, in his chapter on Legal 
Aspects of Psychiatry,' throws light upon this problem. 

“The lawyer came first; it was he, and not the physi- 
cian, who had to manage the consequences of mental 
disease insofar as they affected the interest of the com- 
munity. The lawyer then was the first who had to see 
to it that the psychotic disturber of peace be taken out 
of circulation, that the homicidal maniac (or criminal 
insane) be removed from the community and isolated 
somewhere, that property mismanaged or abandoned by 
a person mentally deranged be taken care of in some 
normal, legitimate way. In other words, all the prob- 
lems which have preoccupied psychiatry ever since it 
was born existed to the full extent of their urgency before 
it was born. Attempts at their practical solution were 
made, precedents established, traditions developed, with- 
out benefit of any scientific, clinical psychopathology; 
the very possibility of a development of such psychopath- 
ology could not even be fathomed many centuries ago. 

The various duties imposed on jurists and expert 
witnesses by the American legal system was reported as 
follows, in a recent study by the American Bar Founda- 
tion, “The Mentally Disabled and the Law’; 

“Often-times the statutory definition of mental illness 
is phrased so vaguely as to leave the major functions of 
both legislation and construction to the courts. The 
latter, left without specific direction or a criterion to 
place judiciously within the orbit of the law persons for 
whom the laws were intended, have rarely the time or 
experience to perform these functions independently. 


‘American Psychiatric Association, “One Hundred Years 
of American Psychiatry” 
New York, 1944). 


(Columbia University Press, 
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Thus, the final decision as to the meaning of ‘insanity’ 
or ‘unsound mind’ as well as its existence is left by de- 
fault to the medical witness. The role of the medical 
expert has been an unsettled one since the beginning of 
active legislative and judicial control of hospitalization 
of the mentally disabled. This state of affairs is not 
tenable from a legal point of view, nor is it welcome to 
the medical expert. It is a situation which not only de- 
prives the mentally disabled person of the right to be 
committed under a general and ascertainable law, but 
it also burdens the medical expert with a responsibility 
that is not properly his. . 

“It is the law’s function to provide standards of con- 
duct which are to be applied by the judge and the jury. 
It then becomes the function of the medical expert to 
describe the condition of the person whose conduct is 
under examination, and such description is used as evi- 
dence in the evaluation by the judicial process. The medi- 
cal expert should see his function as providing the court 
with a description of what it is in the conduect of the 
mentally disabled person that makes him different from 
the average person. It should not be the responsibility 
of the me sdicel expert to determine whether his patient 
falls within a legal definition for the purpose of compul- 
sory hospitalization, a determination of incompetency, 
or a defense to a criminal charge. Any question of this 
type that is directed to a medical expert actually requires 
the performance of a function that is not properly his. 
If this would be recognized by the judge, the attorney, 
and the witness, the present conflict and confusion would 
subside considerably and the medical expert would feel 
that it is his coope ration that the law is seeking rather 
than his harassment. 

“The adoption into laws of the intricate present-day 
concepts of mental disabilities as viewed by medical sci- 
ence is no panacea to the problem. It has been urged 
that there be developed a system of nomenclature that is 
or can be familiar to the lay and the legal mind and 
which can be easily identifiable in medical circles. It 
must be recognized, however, that there is a basic differ- 
ence between medical terms, lay terms, and those used 
in the law. In fact, to expect the layman, the medical 
expert, and the legal expert to be using one and the same 
terminology is virtually impossible. A legal term is an 
entity all of its own and may be tot ally unrelated to 
popular, religious, or scientific concepts. A legal term 
actually provides a criterion which is to be used in order 
to provide certain social aims. It is quite possible that 
this criterion prov ided by the law may be quite different 
from a recognized medical condition. 

“Conversely, it must be recognized that the medical 
definition of a ty pe of mental disability is not necessarily 
the accepted legal criterion for commitment or incom- 
petency.” 

Cases similar to those cited at the beginning of this 
article will be discussed in future issues. So far as possi- 
ble, decisions will be reported in the language of the 
courts.. Hopefully, this will help those acting as expert 
witnesses to report their professional findings more com- 
prehensibly, and thus in turn, help lawyers. jurists, and 
legislators. to dev elop more enlightened legal practices. 


PHYLLIS WOODWARD, LL.B 


NEUROLOGY 
COMES 'TO A 
MENTAL HOSPITAL 


By JOYCE GRAHAM SMALL, M.D. 
Department of Psychiatry 
University of Oregon Medical School, Portland 


FEW MEDICAL PEOPLE WILL DENY that neurological dis- 
orders exist within hospitals designed primarily for the 
diagnosis and treatment of psychiatric illnesses. The 
incidence and variety of such problems, however, are still 
unknown; statistics concerning such disorders in mental 
hospital populations are either unavailable or impossible 
to compute from the accessible raw data. One recent 
study’ has attempted the immense task of sorting, exam- 
ining, and classifying neurologically the patients of a 
large psychiatric institution. Of 5,704 patients examined, 
1,192 were discovered to have some neurological dis- 
order—a situation entirely unpredictable from the official 
hospital records! 

This type of statistical inadequacy evolves from the 
tendency to treat such conditions, even when known, as 
secondary to the psychiatric disorder, and hence not ac- 
cessible by electronic sorters. Further, patients with 
functional diagnoses admitted to such institutions often 
undergo organic changes which are not reflected in the 
records. For example, a schizophrenic patient may de- 
velop a cerebrovascular disorder; but, since he is still 
schizophrenic, there is no change in the official record, 
even though the ultimate reason for his continued hos- 
pitalization may depend upon the neurological illness. 
Whereas the purely functional psychoses usually yield to 
modern short-term treatment leading to discharge, the 
organic disorders do not so yield, and patients suffering 
from them accumulate in the hospital. This trend is 
considerably heightened by the marked increase in the 
geriatric populations of public hospitals. 

The following description of one hospital's response 
to its own recognized need for more neurological study 
is based on material which the author, then associated 
with the Ypsilanti State Hospital, submitted in partial 
fulfillment of the requirements for a Master of Science 
Degree at the University of Michigan. 

The resident psychiatrists were well aware of their 
need for education in neurology, yet they found that 
their attention and efforts were almost entirely drawn to 


‘Mettler, F. A., and Crandall, A., “Neurologic Disorders 
in Psychiatric Institutions,” THE JOURNAL OF NERVOUS AND 
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the care and diagnosis of psychiatric problems, to train- 
ing programs in psychiatry, and to administrative duties. 
Neurological problems, when discovered, were either 
managed by the psychiatric resident or referred to the 
medical and surgical services for further study, depend- 
ing largely upon the interest and orientation of the psy- 
chiatrist and upon his available time. Although the hos- 
pital had long since acquired the services of a consultant 
neurologist, his visits had been used for teaching pur- 
poses rather than for supervision and extension of the 
hospital's neurological services. 

The hospital staff realized that they could not rem- 
edy all of the neurological inadequacies, but they did 
feel that a neurology service could meet at least some of 
the institution’s needs. Although plans for the future 
included an analysis of the entire hospital population, the 
initial procedure involved a much more limited approach. 
A psychiatric resident was placed in charge of the neurol- 
ogy clinic, but his responsibilities also included the ad- 
ministration and treatment of an active rehabilitation 
ward of 300 men patients. Hence his available time for 
the new service was severely limited. Training and ex- 
perience in neurology were to be accumulated during the 
project, as a trained neurologist was not included in the 
institutional staff complement. Initially, the organization 
of the clinic mimicked that of other ancillary medical 
services. As it was customary to refer patients to medi- 
cal, surgical, and gynecological services, so also were they 
referred to the neurological clinic if this seemed to be 
indicated. At the outset, the clinic urged the screening 
of all patients in whom a neurological problem existed or 
in whom such a difficulty was suspected. Long-estab- 
lished neurological problems which were felt to be of 
clinical interest were also solicited. 


A COMPROMISING SITUATION 


The next problem involved the clinic's location. 
Since the hospital did not have funds available for per- 
sonnel or equipment, the chosen site had to be an exist- 
ing facility utilizing available equipment. The final selec- 
tion turned out to be a compromise, consisting of a large 
examining room within a locked acute admission ward for 
men. This presented a problem, especially for women 
patients who found themselves locked in a men’s ward 
and garbed only in an examining gown! The ward per- 
sonnel solved this problem by providing an additional 
waiting room. But the restricted location curtailed the 
service to outpatients, who were understandably hesitant 
to enter the unknown world behind locked doors. Fur- 
ther difficulties included the necessity of sharing the 
ward's telephone services and escorting each patient to 
and from the clinic area. Again, cooperation from ward 
personnel minimized the time consumed. Appointment 
times were relayed to the wards and an aide brought 
the patient over at the indicated time. 

The matter of records and other clerical duties was 
originally assigned to a patient-assistant. This proved 
awkward and time-consuming, so the staff began using a 


comprehensive check-form of the neurological findings. - 


This was completed concomitantly with the actual ex- 
amination by the physician. Duplicate copies of all 
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examinations were kept within the neurological depart- 
ment. Original forms were sent to the referring physician 
and then to the patient's hospital record. Files of all 
relevant diagnostic procedures and medical orders were 
thus maintained in two areas. The stenographic depart- 
ment was easily able to handle referrals, and arrange- 
ments for return visits. 


Diagnostic facilities presented no difficulty whatso- 
ever, since they are readily available within the hos- 
pital. The psychology, X-ray, and electroencephalo- 
graphic departments, and the laboratory were equipped 
to perform any of the indicated studies without delay. 
When neurosurgical techniques and radiographic con- 
trast studies were required, the hospital made arrange- 
ments through its affiliation with the nearby University 
Medical Center. 


SKEPTICAL ACCEPTANCE 


The neurological clinic thus became established and 
available, but its reception was slow; the medical staff 
still harbored reservations. Some of the physicians saw 
little advantage in referring patients, with primarily psy- 
chiatric illnesses, to be investigated for incidental organic 
pathology for which treatment was often unavailable and 
unknown. Others, feeling that a complete evaluation of 
the patient had already been performed, saw the clinic’s 
operation as a duplication and therefore unnecessary. 

Further, the ward physician often knew relatively 
little of the more constant population of the chronic 
wards. Since these patients did not complain or dem- 
onstrate any behavioral changes, he was unaware of any 
chronic and insidious organic changes. Also, there was 
the distinct feeling that cerebrovascular diseases and 
their chronic manifestations and convulsive disorders 
are conditions in which neurological interest is lacking. 
Many felt that such a clinic should take only unusual or 
acute disorders. Fortunately, as the clinic became better 
established, these objections and resistances gradually 
diminished. 

In the beginning the resident spent only three hours 
once a week at the clinic, but it soon became necessary to 
double this time. The clinic came to be regarded as a 
source of case material for various research projects, both 
for experimental subjects and for control cases in studies 
of the purely functional disorders. As a result, the entire 
hospital population was searched for needed diagnostic 
categories, such as Pick’s and Alzheimer’s disease, Hunt- 
ington’s chorea, and spastic and dyskinetic disorders. 
These cases, as well as the referrals, were entered into 
the clinic records, and indicated diagnostic procedures 
were completed. In view of this additional responsibil- 
ity, the resident began to give more of his time to the 
clinic and also to handle occasional emergencies. 

As was expected, the chief source of referral turned 
out to be the acute admission wards, so that the clinic 
became an integral part of the admission investigations 
when the problem of organicity was unclear. The re- 
mainder of the referrals came largely from the rehabili- 
tation wards, where there was frequent physician-patient 
contact. Patients from the chronic wards were usually 
referred only upon a sudden change in their clinical ap- 
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pearance or on the specific request of the neurologist. 

In addition to this referral service, the clinic assumed 
the task of treating some chronic disorders such as epi- 
lepsy and Parkinsonism—and also of maintaining detailed 
records of the time progression of prolonged neurological 
illnesses. Further, the services of the neurology consult- 
ant were channeled to the needs of the clinic as well as 
to the residents’ need for instruction in basic neurology. 
At biweekly intervals, the consultant now reviews clinic 
patients in regard to diagnosis, treatment, and clinical 
features of the disorders. This has opened the way to 
discussions of diagnosis and management problems, and 
has readily provided cases of neurological interest, as 
they are almost uniformly referred to the clinic from the 
admission services. 

During the first six months, the clinic saw 49 male 
and 49 female patients between the ages of 14 and 76. 
Of these 98, 24 were selected for follow-up and made a 
total of 45 return visits. The diagnostic range of these 
patients was broad. The most commonly encountered 
diagnostic groups were: cerebrovascular disorders, in- 
cluding Parkinsonism and hemiplegia of vascular origin; 
chorea, both arteriosclerotic and Huntington’s; and _post- 
traumatic lesions of the brain and brain damage associ- 
ated with alcoholism. In addition there was a large 
group of patients in whom no demonstrable organic le- 
sion was present. In these cases the major problem was 
in differentiating between the acute functional psychoses 
and the organic states. Less common diseases encoun- 
tered were brain tumors, Alzheimer’s and Pick’s Diseases, 
central nervous system syphilis, congenital lesions, and 
convulsive disorders. Single cases of Friedreich’s ataxia, 
combined system disease, spinal cord trauma, poliomyeli- 
tis, and spastic torticollis were also diagnosed. The clinic 
encountered little difficulty in managing examinations of 
patients with psychotic disorders; in fact, the majority 
were interested and cooperative. No special techniques, 
as described by Gonda,' were needed to circumvent 
negativism and lack of cooperation on the part of the 
psychotic patient. In only two acutely psychotic patients 
was mild sedation necessary after the failure of the initial 
examination. Of course, it was impossible to obtain co- 
operation from patients with altered consciousness or 
with profound organic disease, but this is not peculiar to 
psychiatric patients. The most common interfering com- 
plication among these patients was the extra-pyramidal 
effect of ataractic medication, which at times was difficult 
to differentiate from a true organic disorder. 


A PREMISE AND A PREDICATION 


Although illuminating, this brief study with its lim- 
ited selection of patients cannot claim to present the total 
problem of organic disorders within the hospital. The 
ultimate examination and treatment of all the neurologi- 
cal problems must await a future date when funds, per- 
sonnel, and interest in the subject are more abundant. 
The need for defining demonstrable organic components 


1 Gonda, V. E., “Neurologic Examination in Institutions 


for the Mentally Ill.” Diseases or THE Nervous Sy STEM, 
18, No. 3, March 1957. 


of mental disease is certainly most pressing, and many 
people within the medical field feel that a state hospital 
population will prove particularly fruitful in providing 
the clues which will permit the exact principles of neu- 
rology to be applied to the behavioral and dynamic as- 
pects of psychiatry. 

If this is a valid premise—that these two disciplines 
will find a common ground—further studies should reveal 
a predictable pattern of association of symptoms. If 
there is a higher incidence of psychiatric disorders in cer- 
tain neurological diseases and vice versa, the relationship 
between the two disorders ought to be fairly character- 
istic. Eventually, the occurrence of both phenomena 
might be found to depend upon a common underlying 
pathology. 


Chaplain Receives Boisen Award 


For THE SECOND STRAIGHT YEAR the Association of Mental 
Hospital Chaplains has honored one of its members with 
an award for outstanding service. This year’s Anton T. 
Boisen Award went to Chaplain Thomas Klink of Topeka, 
Kansas, who received it in May at the association’s Award 
Banquet in Atlantic City, N. J 

Because of ill health, Dr. Boisen was not able to 
attend the meeting, but the 175 guests were able to hear 
his tape-recorded remarks preceding the presentation. In 
recalling his forty years experience in mental hospitals, 
he reviewed the clergy’ s struggle in justifying its presence 
as a part of the therapeutic team. The most common 
question posed the chaplain, he said, is the constant, “By 
what right do you invade the field of mental illness?” 

In his first answer to this question, Chaplain (Emer- 
itus) Boisen noted that, “mental illness and religious ex- 
perience are closely interrelated,” that both arise from an 
inner conflict and disharmony, that both involve severe 
emotional upheaval, and that both represent the operation 
of healing forces. “Thus, we may find,” he said, “severe 
mental disorder and constructive religious experience in 
the same person at the same time. The difference is in 
the outcome.” If he tries and succeeds it is seen as reli- 
gious experience, if he fails it is commonly spoken of as 
illness. 

Secondly, Dr. Boisen pointed out that mental dis- 
order concerns, “internalized social relationships,” espe- 
cially to the significant people in life, those who are as- 
sociated with the idea of God. The specialist in psy- 
chiatry, he said, is concerned with, “matters which fall 
also within the minister's special field of competence,” and 
neither mental disorder nor religious experience can be 
understood except as each is studied “in the light of the 
other.” 

Dr. Boisen concluded his remarks by reasserting the 
intention of the organization. “In our endeavors we have 
sought the aid of our theological seminaries, believing 
that in such collaboration the seminaries also may bene- 
fit. We hope in particular that through the empirical 
study of persons in difficulty, new understanding may 
be gainéd into the laws of the spiritual life which affect 
us all.” - 
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TOASTMASTERS 
POP UP 
AT HOSPITAL 


THANKS LARGELY to a group of civic-minded men in Au- 
burn, California, some of the patients at the DeWitt 
State Hospital are well on their way to becoming accom- 
plished speakers; other are finding themselves speaking 
out in a group for the first time; still others are feeling 
their way toward socialization through silent participa- 
tion. All are members of the Gavel Club, now a full- 
fledged charter member of Toastmasters’ International, 
an organization devoted to training and practice in 
speech-making. 

The hospital club was originally the brain-child of 
the coordinator of volunteers. It was her idea that toast- 
mastery, with which she was familiar through her pre- 
vious work with the Veterans Administration, would have 
some value in the treatment of mentally ill men. Ac- 
cordingly, with the approval of her supervisor and the 
doctors in charge of the treatment program, she con- 
tacted the Auburn Toastmasters’ Club and sought their 
assistance in establishing a similar group in the hospital. 

The response was enthusiastic and gratifying. Mem- 
bers of the Auburn club visited the hospital, acquainted 
themselves with its facilities, and learned about the part 
that volunteer workers play in the treatment program. 
After the necessary preliminary conferences and prepara- 
tions, the first meeting of the Gavel Club was held, with 
about a dozen patients attending under the escort of 
two psychiatric technicians.. Men from the sponsoring 


_ organization were present to outline the objectives, prob- 


lems, and structural plan of toastmastery. 


THE STAMP OF APPROVAL 


During the weeks that followed, the group continued 
to meet every Thursday evening, well supported by visi- 
tors from the Auburn Toastmasters’ Club. The patient 
group drew up a constitution and bylaws along the lines 
acceptable to Toastmasters’ International, and it was on 
the basis of this structure that it received its charter 
from the parent group. 


Ed. Note: This article is excerpted from a talk given by 
the author on February 13, 1960, at the Northern Region- 
al Workshop of Toastmistresses’ International. Mr. Mc- 
Daniel is an active member of the Auburn Toastmasters’ 
Club. 


By JAMES W. McDANIEL 

Assistant Supervisor of Rehabilitation Services 
DeWitt State Hospital 

Auburn, California 


Toastmastery is in itself a form of patient govern- 
ment, there being no teacher or leader as such, and the 
meetings being conducted by the members of the par- 
ticipating group. The international organization does 
issue a basic training manual in speechmaking, and pub- 
lishes a magazine which contains articles and helpful 
hints on speaking skills. Its headquarters are in Santa 
Ana, California. 

Local groups are usually held to 25 or 30 members 
to insure maximum individual participation. The Gavel 
Club averages from 15 to 22 members in attendance 
each week. Because of the continual turnover, officers 
are elected once a month, with the exception of the secre- 
tary, who is elected every three months. The group is 
constantly changing, and it is very unusual to find a man 
at the Gavel Club who was there six months before. 

Since Alcoholics Anonymous also meets at the hos- 
pital on Thursday nights, the toastmaster group is auto- 
matically limited to patients who are classified as men- 
tally or emotionally ill. This particular type of group 
participation has several advantages for such people. Be- 
sides the obvious desirability of their socializing and 
working together the way men do in a club of this sort, 
there are the added stimuli of the training in speaking 
and the evaluation which accompanies each meeting. 
These test a man’s ability to take criticism, develop his 
understanding of himself, and provide encouragement 
and a feeling of acceptance for even the most awkward 
and fumbling beginner. 

Several patients have drawn upon previous speaking 
experience and have enjoyed helping the others who have 
had little or none. One or two of these have continued 
with toastmastery in their own communities after leaving 
the hospital. Quite a few patients who were very nega- 
tive in the beginning have learned to understand the 
purposes of the group and to draw much benefit from it’s 
activities. 

One man who was quite sick and totally unrespon- 
sive was nevertheless dressed and ready to go on Thurs- 
day nights. Though he sat silently through the meetings, 
he was able to smile and look happy and enjoy the re- 
freshments following each evening’s session. Very re- 
cently he stood up for the first time and addressed the 
chair and spoke a few sentences. Perhaps the day will 
come when he will make a speech. ° 


Stelazine 


brand of trifluoperazine 


can reach and help 


withdrawn patients 


The activating effect of ‘Stelazine’ is a valuable aid in the 
treatment of withdrawn, uncommunicative psychotics, 
no matter what service they are on. For example— 


On the admissions service and acute treatment service: 
‘Stelazine’ can help shorten the hospital stay of the 
acutely ill patient who is withdrawn and apathetic. 
Because ‘Stelazine’ activates this patient to communica- 
tiveness and alertness, the therapist is often able to 
establish early rapport; and the patient is able to respond 
and to cooperate from the start in his treatment program. 


On the chronic service and the “back ward’’: ‘Stela- 
zine’, because of its activating effect, can help you to 
reach withdrawn patients who have failed to respond to 
previous psychopharmaceutical agents. Allen! found that 
patients became more cooperative and communicative: 
‘Stelazine’ “‘had an awakening effect on these chronic 
patients, who had previously been lacking ambition, 
initiative or interest in their surroundings.” 


With improvement established by ‘Stelazine’, previously 
ineffective therapies may then be successfully utilized in 


a build-up to a total treatment program and possible 
remission. 


1. Allen, V.S.: Trifluoperazine in the Treatment of Drug-Resistant Schizophrenics, 
J. Clin, & Exper. Psychopath. 20:247 (July-Sept.) 1959. 


KLINE & 
FRENCH Jeaders in psychopharmaceutical research 
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THE CIRCLE F CLUB: 
A Community Social Rehabilitation Project 


By THOMAS H. WALZ, M.S.W. 
Project Director 
Minneapolis, Minnesota 


MANY NEWLY DISCHARGED MENTAL PATIENTS in the city of 
Minneapolis are finding their transition from hospital to 
community easier and more pleasant because of the exist- 
ence of a group with a name reminiscent of the old 
west—the Circle F Club. 

Functioning as an organization devoted primarily to 
fostering a “circle of friendship” among its members, the 
Circle F Club is actually a demonstration social rehabili- 
tation project sponsored by the State Department of Pub- 
lic Welfare, the State Division of Vocational Rehabilita- 
tion, and the Greater Minneapolis Council of Church 


Women. Thus it demonstrates a real union of commu- 
nity and professional groups in the interests of the recent- 
ly discharged patient. 

The State Department of Public Welfare is involved 
in the project because its state-hospital patients are the 
ones who suffer most severely from social and emotional 
malnutrition once they are discharged; the State Division 
of Vocational Rehabilitation is interested on the grounds 
that it is poor business to invest money in the vocational 
retraining or counseling of patients whose social isola- 
tion may eventually cause them to return to the hospital; 
the Council of Church Women is interested because of 
its history of volunteer services to state hospitals, and 
because it believes these services should be extended in- 
to the community. 


PURPOSES AND PROGRAMS 


The purposes and programs of the project are similar 
to those in other social rehabilitation programs through- 
out the country. The club operates as a temporary, semi- 
protective social resource where newly discharged patients 
can expect to find fun and friendship readily available 
without fear of rejection or discrimination. It does not, 


however, purport to be an “ex-patient” club. Rather it 
employs the unique arrangement of having a relatively 
large ratio of volunteer to patient members. Both the 
volunteer and the patient are considered “club-members,” 
and nothing is done externally to differentiate their re- 
spective roles. The club activities are mutually planned 
and participated in by both volunteer and patient mem- 
bers. The project director acts as the group leader or 
activities coordinator. 

The programs range from square dancing to quiet 
games of cards, with a great deal of emphasis being 
placed on the introduction and teaching of new skills 
(e.g. bowling, bridge, dancing) to the members. Inter- 
estingly, it is not always the patient member who bene- 
fits in the business of learning new skills. Recently, one 
of the patient members taught one of the volunteer mem- 
bers how to bowl. The volunteer enjoyed the learning 
and the patient member was extremely satisfied at being 
able to “do something for someone else.” Another aspect 
considered in programing is that of introducing and 
re-interesting the club member in the many community 
activities available to him, such as theaters, sporting 
events, and adult education classes. All programing is 
done with the understanding that the club is not a term- 
inal resource, but an enabling service whose goal is to 
help the discharged person live in a socially satisfying 
and productive way in his community. 


STAFF 


The project is under the direction of a psychiatric 
social worker, with administrative and technical assist- 
ance available through the usual board and committee 
structure. Psychiatric and social group work consulta- 
tion is available and may be purchased as needed by 
the director. With the exception of a paid secretary, the 
remaining staff is composed entirely of volunteers re- 
cruited through the Minneapolis Council of Churches 
and other organizations. While all volunteers are screened 
and trained, not all are novices to mental health work. 
Currently on the volunteer staff are a psychologist, a 
social worker, three psychiatric nurses, and two ministers 
and their wives. Volunteer staff personnel, however, are 
chosen more for their friendliness and maturity than for 
any previous experience or training. 
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The volunteer thus enjoys the rather unusual posi- 
tion of being both a staff member and a Circle F Club 
member. As a club member, he has the simple responsi- 
bility of enjoying himself and helping others enjoy them- 
selves. As a staff member, he is assigned to a volunteer 
team which meets regularly with the same club groups. 
Each team member usually has a specific work assign- 
ment for each individual program. For example, one 
volunteer may be responsible for reaching out to a partic- 
ularly shy member and encouraging him to participate in 
some activity, while another may be assigned to round 
up some of the members to help prepare the refresh- 
ments. At the head of these volunteer teams is a pro- 
gram chairman (also a volunteer) who meets regularly 
with the project director to plan and evaluate the pro- 
gram, and to discuss and prepare assignments for his 
team. Further training is carried out through private 
conferences between the individual volunteers and the 
project director, and through quarterly workshops for 
all volunteers. 

Apart from the “relationship” and “friendship” as- 
pects, the volunteers contribute several other important 
things to the project. Through the experience and under- 
standing which they gain at the club, most volunteers 
become effective carriers of new ideas and feelings about 
the needs of the discharged patient in the community. In 
addition they contribute transportation for patients, 
equipment for the club, and refreshments for the various 
programs. 


GROUPS SERVED 


Since one of the purposes of any social rehabilitation 
program is to bridge the gap between the hospital and 
the community, then of necessity this program must be- 
gin while the patient is still in the hospital. The Circle F 
Club has a weekly program for patients who are in the 
predischarge phase of their hospitalization. These patients 
come to the club from two state hospitals some twenty 
and sixty-five miles away, respectively. The programs 
for the about-to-be discharged patients are much the 
same as for those already discharged, with the emphasis 
being placed on personal contact and community con- 
tact. 

The major efforts of the program go to serving the 
discharged person. There are three “special” groups de- 
signed solely for discharged members—two for members 
under fifty years of age, and one for members fifty years 
of age and over. These groups meet either weekly or 
bimonthly, and are very active in the developing and 
planning of their own programs. The club is open four 
half-days or evenings per week, and any member is free 
to attend whenever he likes. 

Because of the interesting opportunity which the 
club presents, several experimental social groups of state 
hospital patients have been established. These include: 


1. An inpatient group of fairly adequate, but custodial- 
ized men and women patients. 

2. An inpatient group of chronic mentally ill and so- 
cially regressed men and women patients. 

3. A small group of elderly women patients with long 
years of hospitalization. 
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In all of the above groups the project staff is inter- 
ested in seeing what effect the bringing of these patients 
out of the hospital and into contact with the community 
and volunteers will have on their present attitudes and 
illness. (By illness we are referring more to “custodial- 
ization” than to the diagnosed mental diseases from which 
these patients suffered at the time of admission. ) 


WHAT LIES AHEAD 


Financed by a state grant from the Division of Vo- 
cational Rehabilitation, the Circle F Club will last as a 
demonstration project twenty-eight months from its in- 
ception in May 1959. At the end of this period an evalu- 
ation will be made as to: 

l. The effect of “loneliness” and “social isolation” on 
the newly discharged person. 

2. The effect of this type of social rehabilitation pro- 
gram in curbing this loneliness and social isolation. 

3. Whether the project should be established as a 
permanent community service. 

It would be premature to make any objective evalu- 
ations of the club at this time. Naturally, a number of 
general statements could be made as to certain “suc- 
cesses” or “failures,” with case illustrations to support 
these generalizations. However, the purpose of this arti- 
cle has been simply to outline the construction and con- 
tent of this project for inspection and criticism. 

Many communities will look to “established” pro- 
grams for a model or blueprint on which to pattern their 
own social rehabilitation programs. As with any new 
program, the exact form and techniques involved are 
going to vary a great deal. It is hoped that by the end of 
the next twelve months we can present a fairly valid and 
reliable evaluation of the successes or failures of the type 
of program the Circle F Club represents. * 


Master’s Degree in O. T. 


Years of effort on the part of Dr. Cecil Wittson and his 
staff were recently rewarded when the Board of Regents 
of the University of Nebraska approved a curriculum lead- 
ing to a Master’s Degree in Psychiatric Occupational Ther- 
apy. The degree will be conferred by the Graduate Col- 
lege of the University, while the course will be under the 
supervision of the Department of Neurology and Psychi- 
atry of the College of Medicine in Omaha. 

The course, believed to be the first of its kind in the 
country, will be conducted at the Nebraska Psychiatric 
Institute, and will consist of fifty academic-quarter hours 
plus a thesis. Prerequisites for admission to the course 
are: 1) graduation from an accredited school of O.T.., 
and 2) a Bachelor's Degree from a school of recognized 
standing. The applicant must also meet the university's 
general requirements governing Master's Degree pro- 
grams as listed in the Graduate College Bulletin. 

For further information, write to Mr. H. Dwyer Dun- 
don, Assistant Professor, Director of the Program in Psy- 
chiatric Occupational Therapy, Nebraska Psychiatric In- 
stitute, 602 S. 44th Avenue, Omaha 5, Neb. 
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“,.uniformly 
excellent results 
in the treatment 
of decubitus, 
varicose, 
arteriosclerotic, 
and diabetic ulcers.”* 


PANAFIL 


for enzymatic debridement and 


CHLORESIUM 


for prompt healing 


Reporting on a two-year study, clinicians described the regimen of Panarit Ointment for clean-up 
of surface ulcers, followed by CHLoresium Ointment for healing, as “the most effective” in their 
experience.* 

Panarit Ointment is a proteolytic agent for debridement of necrotic tissue or encrusted wound 
exudate. It produces a clean wound base, clearing out secondary infection without need for 
topical antibacterial medication. Stable and ready-to-use, PaNarit is safe and convenient as a 
standard wound dressing. AND...it is priced far below other topical enzyme preparations. 
Cxtoresium Ointment is a recognized aid to healing of ulcers, wounds, burns, and dermatoses. 
Its active ingredient, water-soluble chlorophyllin, speeds formation of healthy granulation tissue 
and epithelization, soothes irritated tissues, and deodorizes malodorous lesions. As a further 
advantage, the clinicians report, “...with many hundreds of cases we have yet to encounter a 
single case of irritation or sensitivity traceable to the active ingredient....”* 


Panarit Ointment—Papain 10%, urea U.S.P. 10%, Cuioresium Ointment—Water-soluble chlorophyll 
water-soluble chlorophyll derivatives 0.5% in a derivatives 0.5% in a hydrophilic ointment base. In 
hydrophiiic ointment base. In 1-0z. and 4-oz. tubes 1-0z. and 4-0z. tubes and special hospital size. 


and special hospital size. Samples and literature on request from 


“Diamond, O. K.: New York J. Med. 59:1792, 1959. Kystan) Mount Vernon, N. Y. 
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REDUCING 
THE 
CHRONIC 
CYCLE 


By J. pe VASCONCELLOS, M.D. 
Salisbury, Maryland 


RESPONSIBILITY FOR THE CARE AND TREATMENT of the vast 
majority of psychiatric patients falls today upon the state 
mental hospital systems, but the state hospitals are not 
adequately prepared for the tremendous responsibilities 
resulting from newer psychiatric concepts. It is conceiv- 
able then that many patients remain chronically hospital- 
ized, partly because of these institutions’ relative inade- 
quacies. This obviously creates a vicious circle: accumu- 
lation of chronic patients results in overcrowding, which 
in turn furthers one of the very situations which originally 
promoted chronicity. 

An evaluation of chronically ill patients in state 
mental hospitals indicates that they seem to fall into one 
of three groups: 

Patients with Malignant Illnesses: Due to the nature 
of mental disorders, a certain number of patients 
show a malignant course and tend to deteriorate and 
go into chronicity, regardless of what is done for 
home. This could be due partly to the fact that most 
patients reach state hospitals with their psycho- 
pathological processes already well advanced. 
Geriatric Patients: Because of the general philosophy 
of social rejection and custodial care, among other 
reasons, this already voluminous hospital group will 
steadily increase. It is estimated that within 40 years, 
two thirds of the state mental hospital population 
will consist of geriatric patients. Under the present 
system these patients pose impossible administrative 
and clinical problems from which they and the other 
patients suffer equally. 
Potentially Recoverable Patients: Finally there are 
those patients who are potentially capable of re- 
covery, but who instead progress to chronicity. Such 
an outcome could be interpreted as the result of in- 
adequate or delayed psychiatric intervention. Space 
does not permit a detailed analysis of the complex 
causes of chronicity in mental patients. This paper 
is concerned with two possible plans for the geriatric 
and potentially recoverable groups, which could pro- 
vide a substantial improvement in the general struc- 
ture and functioning of state mental institutions. 


THE ELDERLY GROUP 


Although elderly people do require some psychiatric 
care, they do not demand the concentrated effort and 
technique necessary for acutely ill patients. However. 
since there are so many elderly patients, it is impossible 
to provide them with even the specific type of care they 
do need. Moreover, a great number of geriatric patients 
seriously jeopardize the hospital’s ability to utilize its 
staff in a coordinated and effective psy vchiatric program. 
If, therefore, these elderly patients could be in separate 
institutions geared to their specific needs, the results 
would be beneficial clinically as well as administratively. 
Entire hospitals, within a given state system, could be 
devoted to geriatric patients, with psychiatric help avail- 
able on a consultant or part-time basis. The other hos- 
pitals would then be better able to plan and operate in a 
more circumscribed field with a smaller population. 


THE POTENTIALLY RECOVERABLE GROUP 


We believe that most of these patients would never 
have needed hospitalization if they could have been given 
other means of intensive therapy, perhaps years before 
the onset of acute illness. Properly timed psychothera- 
peutic intervention of a short-term nature can be quite 
adequate to handle a large number of emotional prob- 
lems. Much preventive work could be done by outpatient 
clinics, located in strategic points in the ‘community, 
for patients with acute functional illness. They could 
operate on a 24-hour basis and be controlled and staffed 
on a rotating basis by third-year residents of the various 
state psychiatric institutions. They should contain no 
more than four to six beds, so that psychiatric emergen- 
cies could be handled properly. This is an extremely im- 
portant point if the clinics are to provide effective means 
of controlling such situations as acute anxiety states and 
acting-out tendencies. We believe that numerous patients 
could be treated at this level on an intensive basis. They 
could then return to their families on the same day or 
two or three days later, and continue further treatment 
as outpatients. 


These clinics could provide invaluable services to the 
community by counseling mental hygiene workers in the 
various community agencies and working in cooperation 
with schools, courts, and other related groups. They 
could also provide the community with the type of ac- 
tive psychiatric assistance which should play a most im- 
portant role in a mental hygiene program. An important 
secondary gain would be in bringing people into direct 
contact with psychiatry, thus gradually lessening the 
resistance still evident in many communities. 

These clinics could function either in connection 
with community hospitals, with a community health cen- 
ter, or as independent units. In any case, the cost of their 
operation would be significantly lower than the cost of 
constructing newer and bigger hospital buildings. Thus, 
aside from improving the quality of psychiatric treatment 
and making it available at the most opportune time, these 
clinics could also help avert the need for continuous ex- 
pansion of our already oversized and complex state in- 
stitutions. ° 


39 
| 
| 
| 
| 


40 


Wardrobe for an Entire Hospital 


By KATHERIN 


Supervisor of Volunteer Services, 


,E G. CARTMELL and JEAN QUINLAN, RN. 
Chief Supervising Nurse 


Hudson River State Hospital, Poughkeepsie, N. Y. 


TopAY ONE OF THE BUSIEST OPERATIONS at Hudson River 
State Hospital is the clothing shop, otherwise known as 
“The Wardrobe.” More than 400 patients a month make 
use of this service, which is open five days a week and 
staffed by 18 volunteers with a number of patient-helpers. 
Not only has the shop been a success, but it has managed 
to tailor itself to the hospital's modern treatment philos- 
ophy. Although “The Wardrobe” was conceived by 
chance, its three-year development has undergone a series 
of changes. 

In September 1957, over half the hospital's wards 
were open and the general philosophy was in a state of 
change—everyone was learning and adjusting. As open 
doors became more prev valent, it became apparent that 
everyone must move from the custodial method of patient 
treatment to the motivational, and all efforts must be 
directed toward activities which would help rehabilita- 
tion. 

Wards were taking on a more homelike atmosphere; 
the volunteer program was functioning in practically 
every area of the hospital; and patients were demonstrat- 
ing their capacity for social behavior. The freedom to be 
on view about the grounds, however, dramatized the fact 
that patient behavior was better than patient appearance 
—their clothing was still stereotyped. 

One main reason for the dilemma was that funds for 
state-supplied colthing were limited, and much of it had 
to be purchased from prison industry or manufactured 
in hospital shops. Full-length mirrors had been placed 
on every ward so that patients could check their per- 
sonal appearance, but being able to see themselves helped 
neither their appearance nor their morale. Of course, 
there were some patients who had relatives or friends 
to furnish them clothing, and those with money of their 
own were being encouraged to buy from stores in the 
community. Their clothing looked and fitted better, but 
served only to accentuate ‘the sorry plight of the rest of 
the patients. 

The hospital was buying some stylish and colorful 
clothing on the open market, but it was not enough to 

meet the needs of the entire hospital population. Volun- 
teer groups would sometimes offer bundles of used cloth- 
ing to the supervisor of volunteer services, and employees 
brought used clothing, which was distributed to patients 
at random. The supervisor of volunteers soon came to 
realize that here was a sizable potential. She should col- 
lect usable clothing on a large scale from the community 
and also from employees of the hospital. 

One day a Canadian visitor came to the hospital. 
In a chance remark he told of a British Columbia hos- 


pital which had begun a clothing center sponsored by 
volunteers. Hearing of this idea, the supervisor of volun- 
teers consulted with the hospital director and the nurs- 
ing service personnel. Everyone agreed that a clothing 
center serviced by volunteers, where the patient could 
go to select his own clothing, was not only a good idea 
but also in keeping with the “philosophy of the open hos- 
pital as a therapeutic community. This could be another 
step in upgrading the dignity of the patient. 

The first problem was to find an area easily accessi- 
ble to all patients. It would have to have good ventila- 
tion, and space for a fitting room and alteration room. 
Those responsible for the final selection chose a base- 
ment room, which was fitted with she.ves, clothing-racks, 
and a dressing room. The project was publicized to 
elicit community response. The donated clothing was 
sorted, sized, and hung; hats were grouped in a millinery 
center, shoes in another area. Those working closely with 
the clothing shop sent out announcements and posted 
them on the ward bulletin boards for the patients’ infor- 
mation. 

Both patients and volunteers submitted suggested 
names for the shop and from these emerged “The Ward- 
robe.” In September 1958, the shop was opened for busi- 
ness two days a week and staffed by volunteers. 

The Wardrobe was an immediate success with its 
Standardized dress began to disappear, 


customers. 


Clothes may make the man, but it’s having a choice that 
makes the difference. 
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patients began taking greater interest in their appearance 
and the care of their clothing, and, most of all, they were 
pleased to be able to shop around the store. 

Early in the operation the store’s staff hit one of its 
first snags. How could we be sure that clothing was 
going to those who really needed it? How could we keep 
the acquisitive, aggressive patient from walking out with 
an undue amount? How could we reach the regressed 
and depressed patient who needed his interest in cloth- 
ing stimulated? 

Fortunately we were able to solve all these prob- 
lems by one method, which is still in use. We printed 
small forms to be filled out by the supervisor of the 
building, giving the patient’s name and his clothing 
needs. Anyone wishing to shop in the Wardrobe may 
ask the supervisor for the form which automatically 
grants permission. The supervisor also takes the initiative 
in encouraging other patients to visit the shop. 


THE MAGIC MIRROR 


One day a rather stout woman came to The Ward- 
robe requesting a warm winter coat. She was wearing a 
light shabby coat, an old scarf, and had every color of 
the rainbow in her outfit. The volunteer found her a 
coat, a good-looking dark green. The patient tried it on 
and agreed to move the buttons. Then the volunteer en- 
couraged her to look around for anything else she might 
want. This pleased the woman immensely, and she be- 
gan to browse. After some time she came back to the 
desk completely transformed. Using the coat as a stim- 
ulus, she had selected a hat which suited her size and 
age and was the same color as her coat. Then she asked 
if she could have a purse and gloves. “Now,” she said 
“I look like a lady.” This was the volunteer's reward—a 
well-dressed person who knew she looked better and 
whose posture and expression had improved with this 
confidence. 

In a short time after the opening of The Ward- 
robe, we found that the response to our requests for 
clothing was so heavy that the shop became over- 
whelmed. There was so much clothing that we couldn't 
store or display it properly. The room became so crowded 
that there was scarcely any room left for the patients to 
shop. By the summer of 1959, the operation had become 
almost paralyzed by its own success. It was obvious that 
other arrangements would have to be made. 

We looked around the hospital and found a much 
larger area. The old shop closed in September 1959, and 
the new Wardrobe opened. The new shop consists of a 
number of connecting rooms which permit better sepa- 
ration of different types of clothing and also provide 
sorting rooms, repair areas, and dressing rooms. 

This move solved many of the physical problems but 
emphasized the need for a larger staff. Those few volun- 
teers operating the shop two days a week were not able 
to keep up with processing the volume of donated cloth- 
ing and waiting on the many customers. During the holi- 
day season when some of the volunteers were unable 
to report for duty, the problem became even more acute. 
This led to a rethinking of the project as an official hos- 
pital program, instead of an informal volunteer project. 
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Early this year an attendant was assigned to The Ward- 
robe and she is assisted by a number of patient-volun- 
teers. 

The principal function of this group is doing the 
housekeeping chores, going through all bundles of do- 
nated clothing, sorting, repairing, sizing, and displaying. 
Additional community volunteers have been recruited as 
salesladies, and the shop is now open five days a week. 
We are able to keep up with a much more rapid stock- 
turnover and the increasing number of customers. The 
recently added “notion center, ’ displaying such acces- 
sories as costume jewelry and wallets, is now one of the 
most popular departments. 

Most of the clothing distributed from The Wardrobe 
becomes the property of the individual patient, but the 
shop also provides a loan closet of party dresses. Donated 
evening gowns and tuxedos are in a separate area and 
available on loan for formal parties. 

Patients are now assuming responsibility for the care 
of their clothing, and making use of the irons and repair 
facilities available on all wards. Those leaving the hos- 
pital are provided with sufficient clothing from The 
Wardrobe. Increasing numbers of patients have the privi- 
lege of going downtown and, as a result of being better 
dressed, they are not easily recognized as hospital pa- 
tients. 


TOO LITTLE TOO SLOWLY 


In retrospect, it seems that most of our early troubles 
were caused because we were too timidly tentative, too 
cautious in committing adequate space and personnel 
while waiting to see how the idea would work out. We 
would advise anyone planning to start a similar venture 
to count on exceeding their most optimistic expectations. 
For all of the early fumbling, The Wardrobe has turned 
out to be a most ‘satisfying and worthwhile project for 
both the patients and the ‘voluntonss. ° 


You can't really decide on a jacket without a skirt, bag, 
and hat to do it justice. 
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PORTRAIT OF ‘THE INSTITUTE 


Twelfth Mental Hospital Institute 


Hotel Utah, Salt Lake City 


On Ocroser 17, 1960, approximately five hundred psy- 
chiatrists, business managers, nurses, and others who 
work in mental hospitals across the country, will meet 
at the Hotel Utah, Salt Lake City, for the 12th Mental 
Hospital Institute. The problem facing this year’s par- 
ticipants is the exploration of an increasingly important 
trend toward the de-isolation of the mental hospital. The 
main discussion theme is: “Needs of the Mentally III: 
Types of Effective Action Between the Community and 
Its Hospital Facilities.” 

A further refinement of the small-group formula 
used for the first time last year is expected to lessen the 
sense of isolation expressed by some at the 1959 Institute 
but at the same time enable people to work in groups 
small enough to allow everybody to hear and be heard. 
Thus it is hoped to retain the traditional atmosphere of 
hard work, informality, and professional fellow ship which 
in past years has proved most conducive to the “cross- 
fertilization” of ideas. 

Newcomers to the Institute will find its short-term 


October 17-20, 1960 


purposes clear—the exchange of knowledge, and profes- 
sional stimulation. Their more experienced colleagues will 
realize that the true values will become apparent only 
when they return to their day-to-day work, and begin 
to share and implement what they have learned. The 
long-term measurement of the success of the Institute is 
how much it will benefit the silent but ever- present “third 
person”—the patient—about whom everybody is talking. 

The Institute proper will begin on Tuesday, Oc- 
tober 18, at 9 a.m. in a plenary session, when Jack Ewalt, 
M.D. of Boston delivers the keynote address on the main 
theme. Dana Farnsworth, M.D. of Boston will follow with 
an outline of the special subtopic for Tuesday: “The Emo- 
tionally Disturbed Patient: Hospital and Community Col- 
laboration in Providing Appropriate Service.” 

The participants will then divide into pre-assigned 
groups, seven with 40 members and ten with 15 mem- 
bers, to discuss their experiences with the seven different 
“community publics” described below. 

More than one group will deal with each of these 
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publics and their task will be to discuss their experiences 
with the assigned body, with these two purposes in mind: 
a) to determine the three or four problems which most 
adversely affect getting appropriate treatment for the 
patient, the factors which contribute to creating these 
problems, and the methods found best to solve them; and 
b) to determine the three or four most positive contribu- 
tions made by the specific public toward getting appro 
priate treatment for the patient. 


THE COMMUNITY PUBLICS 


1. Controlling Bodies are groups that exercise some 
control over the policies and practices of mental hospitals. 
They include proprietors of voluntary and private hos- 
pitals; government agencies; legislative bodies; trustees; 
budget directors; financing groups, such as insurance 
companies, community funds, and local or national foun- 
dations; the courts and the police. 

2. Professional Bodies are groups of people with whom 
every hospital works, such as: referring and consulting 
physicians; referral agencies; physicians and agencies to 
which the patient is referred on discharge; and psychi- 
atric and other medical and mental health professionals 
who may provide services for patients. 

3. Community Service Bodies, with which every hos- 
pital should work, offer resources to the patient. They 
are: service organizations (Red Cross, veteran’s organ- 
izations, etc. ); civic organizations ( Kiwanis, Rotary, etc. ); 
the Chambers of Commerce, and others. 

4. The Scientific Community, in contrast to groups 
wielding direct influence on the hospital, has a profes- 
sional interest in hospital activities on a broad policy 
level. This includes the American Psychiatric Associa- 
tion and other medical associations; county medical so- 
cieties; research and educational groups concerned with 
physicians, nurses, and other professional workers; and 
publishers of professional journals and other educational 
media. 

5. The Patient's Social Community, which exercises 
great influence on the course of his illness, consists of his 
family. his neighbors, his employer or his school, his 
church, and any other groups, formal or informal, with 
which he would normally associate. 

6. The Patient-Community, or the other patients with 
whom he is associated, greatly affects the course of his 
illness while in the hospital or even in outpatient treat- 
ment. 

7. The General Public is a large, heterogeneous group, 
which is seldom in direct contact with the hospital, and 
which is influenced mainly through the mass media, such 
as radio, television, newspapers, and magazines. It is 
also influenced by word-of-mouth reports from the fami- 
lies of hospital employees, hospital vendors, and others 
not directly involved with mental patients. 

At the end of each set of discussions the recorders 
and discussion leaders for each group will meet with 
Dr. Ewalt, Dr. Farnsworth, and Dr. Stokes, to present 
its findings for inclusion in the summation to be given 
at the plenary session the following morning. 

On Wednesday morning at 9 a.m., Dr. Farnsworth 
will present a summation of Tuesday's group discussions. 
and A. B. Stokes, M.D. of Toronto, Canada, will outline 
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Wednesday's subtopic; “The Discharged Patient: Hospi- 
tal and Community Collaboration in Providing Aftercare 
Service.” The participants will again break into groups 
and the discussions will follow the same pattern as on the 
first day, except that the determinations will be con- 
cerned with aftercare rather than with treatment. 

After lunch on Wednesday, Frank Fremont-Smith, 
M.D. of N. Y. will give a talk on World Mental Health 
Year. 

In the afternoon, nine simultaneous sessions on vari- 
ous subjects will be open to all participants. They are: 

1. Organization for Research in Mental Health Fa- 
cilities—The Experience of the 16 Southern States. 
William Hurder, M.D., Atlanta, Ga., Discussion 
Leader. 

The Use of Films as Effective Teaching Tools. 
Howard P. Rome, M.D., Rochester, Minn., Dis- 
cussion Leader. 

3. Distribution of Financial Responsibility for Hos- 
pital Care of the Mentally Ill. Mr. H. Forstenzer, 
Albany, N. Y., Discussion Leader. 

4. Nursing and Activity Programs in the Open Men- 
tal Hospital. Cynthia Curtis, R.N., Provo, Utah, 
Discussion Leader. 

5. Management of Family Tensions During Hospi- 
talization of Patient. Mr. Lee T. Muth, M.S.W., 
peka, Kan., Discussion Leader. 

6. Identifying Problems in and the Financing of 
Administrative Research. Mr. Irving Sheftel, To- 
peka, Kan., Discussion Leader. 

7. Problems of the Community in Initiating and 
Sponsoring Psychiatric Programs. Panel: Mabel 
Ross, M.D., New York City; Thaddeus P. Krush, 
M.D., Omaha, Neb.; Mrs. Peggy Lamont, Aber- 
deen, S. D. 

8. Community Administrative Training Program. 
Viola W. Bernard, M.D., New York City, Dis- 
cussion Leader. 

9. Evaluation of Private Psychiatric Hospitals in 
Community Service. Round Table moderated by 
Lauren H. Smith, M.D., Philadelphia, Pa. Panel 
members include: Ralph S. Green, M.D., Ro- 
chester, Michigan; Joseph L. Knapp, M.D.. Dal- 
las, Texas; Irving J. Taylor, M.D., Ellicott City, 
Maryland; G. Creswell Burns, M.D., Compton, 
California; Mr. Melvin Herman, Leonia, New 
Jersey; Marvin Adland, M.D., Rockville, Mary- 
land; and Alexander Gralnick, M.D., Port Chester. 
New York; J. W. Neumann, Jr., M.D., Central 
Valley, New York. 

All of Thursday's meetings will be in plenary session. 

In the morning, Dr. Stokes will summarize Wednesday's 
group discussions, and Dr. Ewalt, assisted by Drs. Farns- 
worth and Stokes, will summarize the findings of the In- 
stitute. Participants will then be invited to discuss these 
summations from the floor. 

The Academic Lecture to follow will be given by 
Dr. Charles Westoff, Associate Professor of Sociology, 
New York University, and Consuitant, Office of Popula- 
tion Research, Princeton University. His topic, “The 
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Demographic Variable,” will deal with the impending 
population explosion and its implications for psychiatry. 
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Copies of the lecture will be published in monograph 
form and made available free of change to those who at- 
tend the Institute. Extra copies will be available for 
sale later. 

After lunch, Mathew Ross, M.D. and Mr. Sidney 
Spector will co-moderate a psychiatric-legislative panel 
modeled after last year’s “Meet the Press” discussion. 
Psychiatric panelists are: Walter E. Barton, M.D., Bos- 
ton, Mass.; Hayden H. Donahue, M.D., Little Rock, 
Ark.; and Paul V. Lemkau, M.D., Baltimore, Md. The 
legislative representatives will be: The Hon. George D. 
Clyde, Governor of Utah; the Hon. Jerome Robinson, 
Maryland House of Delegates; and the Hon. J. S. Hall, 
Oklahoma State Senate. 


SIDELIGHTING THE INSTITUTE 


At Tuesday's Annual Dinner, Mathew Ross, M.D.., 
A.P.A. Medical Director, will present the annual Mental 
Hospital Achievement Awards, and Robert S. Garber, 
M.D., Chairman of the A.P.A.-Smith Kline & French Foun- 
dation Remotivation Project, will present Remotivation 
Pins to psychiatric aides present who have completed the 
Remotivation training course and are running active pro- 
grams in their hospitals. To complete the evening, the 
President of the A.P.A., R. H. Felix, M.D. will make an 
address to the Institute. 

A well-rounded film program, an annual feature of 
the Institute, will be conducted by the Mental Health 
Film Board Inc., of New York City on Monday afternoon. 
Films will also be shown each morning through Thursday. 

Participants who are interested in visiting local hos- 
pital facilities have a choice of two tours: one to Utah 
State Hospital in Provo, Utah; and the other to the VA 
Hospital, University Hospital, and the Latter-Day Saints’ 
Hospital, in Salt Lake C ity. A demonstration of ‘Remoti- 

vation will be given at the VA Hospital. 

Several professional groups will hold meetings prior 
to or in conjunction with the Institute proper: The Vol- 
unteer Service Coordinators, at 1:00 p-m. Sunday con- 
tinuing all day Monday; The National Association of 
State Mental Hospital Program Directors, all day Sunday 
and Monday; Psychiatric Nurses, on Monday from 9:30 
a.m., to 5 p.m.; The American Society of Mental Hos- 
pital Business Administrators, from 9:30 a.m. to 5 p-m. 


Fastorical Fighlights 


Samuel Hahnemann (1755-1843) 

and Psychosomatic Medicine 

In 1955 THE MEDICAL WORLD commemorated the bi- 
centennial of the birth of Samuel Hahnemann, the 
founder of homeopathy. Hahnemann was a very keen 
clinical observer and a good diagnostician. He fought 
a valiant war against the superstition of his colleagues, 


Monday; and a dinner meeting of the Hospital Committee 
of the Western Mental Health Council on Training and 
Research, at 6 p.m. Wednesday. 

This year’s exhibit program, both scientific and com- 
mercial, will be large. Hospitals or organizations plan- 
ning scientific displays should advise the A.P.A. Mental 
Hospital Service as soon as possible to insure that space 
is reserved for them. The commercial exhibit program 
begun last year will be continued. All exhibits will be 
conv eniently located and open at times which will allow 
all participants to have a chance to view them. 

The entertainment this year has been distributed 
over the four-day meeting to keep minds refreshed and 
relaxed. Monday—an early bird cocktail party. Tuesday 
—a cocktail party and the Annual Dinner. Wednesday— 
an informal party. Thursday—an outdoor barbecue in 
the mountains, immediately following the closing of the 
formal discussions. 

For the wives of participants, special plans have 
been made by the Ladies’ Committee under the guidance 
of Mrs. A. H. Fechner, assisted by Mrs. Owen P. Henin- 
ger and Mrs. Allan C. Thurman. The ladies’ program 
will include special scenic and historical tours of Salt 
Lake City and the surrounding area. In addition, the 
wives are cordially invited to attend the social activities 
of the Institute, as well as the showings of new mental 
health films Tuesday through Thursday mornings. 

Registration forms for ‘the Institute provide a space 
to indicate whether the registrant's wife will attend so 
that the Ladies’ Committee will have some idea how 
many people to expect for lunches and other entertain- 
ments. Tickets for these events will be on sale near the 
registration desk in the Hotel Utah. 


INSTITUTE BULLETINS 


A number of advance enrollments for the Institute 
have already been received since the preliminary pro- 
grams were sent out in June. Those who are certain of 
attending the meeting are urged to enroll in advance to 
facilitate registration in Salt Lake City. 

Discussion Leaders who will need special equin- 
ment, such as blackboards, projectors, screens, etc., should 
notify the Mental Hospital Service of their requirements 
as soon as possible. . 


JOHN LANZKRON, M.D. 


and against the useless bloodletting, enemas, etc., they 
prescribed for chronic diseases. However, his world-wide 
reputation was most probably due to his impressive 
personality, and his recognition of the mind-body rela- 
tionship—what we now call psychosomatic medicine. 

In a letter which he sent in 1798 to one of his patients, 
a tailor in Gotha, who died at the age of 92, Hahnemann 
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stressed the psychic, emotional, or mental origin of 
bodily symptoms, recognizing intuitively what has been 
confirmed only in our time by experiments and clinical 
observations. In 1895 Thomas Bradford, M.D., Hahne- 
mann’s biographer, recommended that this “letter to a 
patient on the cheerful methods of life” be studied be- 
cause it “is so filled with advice that it must be of bene- 
fit to everyone in this age of haste.” 

Hahnemann divides with Pinel the honor of being 
the first to advocate and practice the moral treatment of 
the insane. 


“It is true that 1 am going to Hamburg, but that need 
not trouble you. If you do not grudge the few groschen 
a letter will cost, you can still have my advice when I 
am there. Merely write my name, and Hamburg beneath 
it, and your letter so addressed will find me. For the 
present I must say that you are on the fair road to health, 
and the chief sources of your maladie cut off. One 
source still remains, and it is the cause of your last 
relapse. Man (the delicate human machine) is not con- 
stituted for overwork, he can not overwork his powers 
or faculties with impunity. If he does so from ambition, 
love of gain, or other praiseworthy or blameworthy mo- 
tive, he sets himself in opposition to the order of nature, 
and his body suffers injury or destruction. All the more 
his body is already in a weakened condition; what you 
cannot accomplish in a week you can do in two weeks. 
If your customers will not wait they cannot fairly expect 
that you will for their sakes make ‘yourself ill and work 
yourself to the grave, leaving your wife a widow and 
your children orphans. It is not only the greater bodily 
exertion that injures you, it is even more the attendant 
strain on the mind, and the over- -wrought mind in its 
turn affects the body injuriously. If you do not assume 
an attitude of cool indifference adopting the principle 
of living first for yourself and only secondly for others, 
then there is small chance of your recov ery. When you 
are in your grave men will still be clothed, perhaps not 
as tastefully, but still tolerably well. 

“If you are a philosopher you may become healthy, 
you may attain to old age. If anything annoys you give 
no heed to it; if anything is too much for you have 
nothing to do with it; if anyone seeks to drive you go 
slowly and laugh at the fools who wish to make you 
unhappy. What you can do comfortably that do; what 
you cannot do don’t bother yourself about. 

“Our temporal circumstances are not improved by 
overpressure at work. You must spend proportionately 
more in your domestic affairs, and so nothing is gained. 
Economy, limitation of superfluities (of which the hard 
worker has often very few) place us in a position to live 
with greater comfort—that is to say more rationally, more 
intelligently, more in accordance with nature, more 
cheerfully, more quietly, more healthily. Thus we shall 
act more commendably, more wisely, more prudently, 
than by working in breathless hurry, with our nerves 
constantly overstrung, to the destruction of the most 
precious ‘treasure of life, calmly happy spirits and good 
health. 

“Be you more prudent, consider yourself first, let 
everything else be only of secondary importance for you. 
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And should they venture to assert that you are in honor 
bound to do more than is good for your mental and 
physical powers, even then do not, for God’s sake, allow 
yourself to be driven to do what is contrary to your own 
welfare. Remain deaf to the bribery of praise, remain 
cold and pursue your own course slowly and quietly 
like wise and sensible man. To enjoy with tranquil mind 
and body, that is what man is in the world for, and only 
to do as much work as will procure him the means of 
enjoyment—certainly not to excoriate and wear himself 
out with work. 

“The everlasting pushing and striving of. blinded mor- 
tals in order to gain so and so much, to secure some 
honor or other, to do a service to this or that great per- 
sonage—this is generally fatal to our wellase, this is a 
common cause of young people aging and dying before 
their time. 

“The calm, cold blooded man, who lets things softly 
glide, attains his object also, lives more tranquilly and 
healthily, and attains a good old age. And this leisurely 
man sometimes lights upon a lucky idea, the fruit of 
serious original thought, which shall give a much more 
profitable impetus to his temporal affairs than can ever 
be gained by the overwrought man who can never find 
time to collect his thoughts. 

“In order to win the race, quickness is not all that is 
required. Strive to obtain a little indifference, coolness 
and calmness, then you will be what I wish you to be. 
Then you will see marvelous things; you will see how 
healthy you will become by following my advice. Then 
shall your blood course through your blood vessels, calm- 
ly and sedately, without effort without heat. No horrible 
dreams disturb the sleep of him who lies down to rest 
without highly strung nerves. The man who is free from 
care wakes in the morning without anxiety about the 
multifarious occupations of the day. What does he care? 
The happiness of life concerns him more than anything 
else. With fresh vigor he sets about his moderate work, 
and at his meals nothing, no ebullitions of blood, no 
cares, no solicitude of mind hinders him from relishing 
what the beneficent Preserver of Life sets for him. And 
so one day follows another in quiet succession until the 
final day of advance brings him to the termination of a 
well spent life, and he serenely reposes in another world 
as he has calmly lived in this one. 

“Is not that more rational, more sensible? Let restless, 
self-destroying men act as irrationally, as injuriously to- 


. wards themselves as they please; let them be fools. But 


be you wiser! Do not let me preach this wisdom of 


‘life in vain. I mean well to you. 


“Farewell, follow my advice, and when all goes well 
with you, remember 
Dr. S. Hahnemann 


“P.S. Should you be reduced to your last sixpense, be 
still cheerfull and happy. Prov idence watches over us, 
and a lucky chance makes all right again. How much 
do we need in order to live, to restore our powers by 
food and drink, to shield ourselves from cold and heat? 
Little more than good courage, when we have that, the 
minor essentials we can find without much troubles. 
The wise man needs but little. Strength that is hus- 
banded needs not to be renovated by medicine.” 
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Our Neglected Problem: 
Psychiatric Treatment for 
the Mentally Retarded 


By RICHARD E. BARTMAN, M.D. 
Assistant Superintendent, Psychiatric Services 
Sonoma State Hospital 

Eldridge, California 


Historicaty, child psychiatry had its origins in relation 
to the problems of mental retardation. However, since 
children with intellectual handicaps seemed to need help 
primarily with learning problems, less and less atten- 
tion was paid, as time went on, to the emotional dis- 
turbances existing independent of, or in relation to, their 
intellectual handicaps. Today, unfortunately, if the child’s 
1.Q. is below normal, such ‘disturbances as pathological 
withdrawal and behavior disorders are frequently inter- 
preted in many child psychiatric clinics as direct mani- 
festations of low intelligence. Such patients are apt to 
be recommended for “hospitalization in an institution for 
the mentally retarded” instead of for “psychiatric treat- 
ment.” The same attitude is also manifested in institu- 
tions for the mentally retarded by such comments as. 
“But we're a school for the mentally retarded, not a hos- 
pital for the mentally ill.” 

In recent years, however, interest in psychiatric care 
for intellectually handicapped individuals has revived. 
This is demonstrated by the formation of the Committee 
on Mental Deficiency of the Group for the Advancement 
of Psychiatry, and by the work of the A.P.A. Committee 
on Mental Deficiency. In many states, institutions for 
the mentally ret tarded are grouped administratively with 
institutions for the mentally ill, and an increasing number 
of staff positions are available to psy chistrists in these 
specialized facilities. 

Thus far, however, too few psychiatrists, either in 
their training or in their later experience, come in contact 
with enough intellectually handicapped patients to be- 
come aware of their emotional problems. Within large 
institutions admitting patients with all degrees of mental 
and physical handicaps, the maintenance of adequate 
basic medical standards may occupy so much staff time 
that little, if any, is left to meet the psychiatric needs of 
the patients. In addition, the tendency to overlook the 
significance of the emotional problems of retarded pa- 
tients has led to failure to provide these institutions with 
enough staff positions for psychiatrists, social workers, 
and psychologists, trained to carry on individual and 
group psychotherapy. 

Some of the specific psychiatric problems the institu- 
tionalized retarded individual faces are: 

l. Dealing with painful feelings of rejection associated 
with being placed in an institution. 


bo 


Dealing with feelings of anger and hostility second- 

ary to feeling rejected. 

3. Facing feelings of worthlessness and uselessness in 
relation to intellectual and physical handicaps. 

4. Adapting to peer groups already imbued with deep- 
rooted feelings of cynicism and hopelessness. 

5. Growing up in the absence of consistent, under- 
standing adults who can serve as healthy, adequate 
identification figures. 

6. Competing with peers for attention and affection 

from far too few consistently available adults. 

In the adolescent, dealing with increased sexual 

drives, particularly when heterosexual social experi- 

ences are limited. 

8. In the older patient, facing the threat of possible 
discharge following years of dependency and lack 
of responsibility in institutional life. 

These relatively superficial problems are difficult 
enough for individuals with “normal” intellectual endow- 
ment to work through. But the intellectually handicapped 
child faces an even more complex situation, and without 
adequate psychiatric handling, he may develop character 
distortions, anxiety states, and psychotic reactions. 

At a deeper level, most institutionalized retarded 
patients come from grossly disturbed family constella- 
tions. The incidence of desertions, divorces, rejections in 
favor of siblings, and gross overprotection is extremely 
high in the family histories of these patients. There is 
need for diagnosis and treatment of the disruptive effects 
of these experiences. Even partial resolution of family- 
induced problems can make special education and _re- 
habilitation much more effective. 

Fcr example, one of the patients in the Sonoma 

State Hospital is a 15-year cld adolescent boy, men- 
tally retarded because of congenital brain damage. He 
has an 1.0. of 53, and was admitted here at the age 
of four. He has been totally rejected by his family 
and, aside from one brief experience in a foster-care 
setting as a small child, his entire life has been spent 
in the institution. With the onset of puberty, he be- 
came a chronic behavior problem, and was eventually 
seen in individual psychotherapy. Initially he was 
able to talk only about how hard he worked and how 
much he wanted to leave the institution. However, 
after about eight months of treatment he is beginning 
to see the relationship between his anger at being 
rejected by his family and his behavior on the ward. 
He expresses his feelings much more directly to his 
therapists and has discarded his initial defense of de- 
scribing how hard he works. As eventual discharge 
has become more of a reality, he now alludes to this 
only at the end of his sessions. His adjustment on the 
ward and his performance in the training program 
have also improved. 

Apart from the diagnosis and treatment of individua! 
cases, there is even greater need in these institutions for 
the organization and development of psychiatric pro- 
grams to neutralize, as much as possible, the detrimental 
effects that institutional living has on healthy personality 
development. These effects can be seen most clearly 
when one observes patients of comparable 1.0.’s in insti- 
tutional settings and in community settings. In general, 
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children in the community settings show spontaneity, 
individuality, and the ability to interact with each other. 
whereas these traits are virtually absent in institutional- 
ized children. This is a matter of grave psychiatric con- 
cern, the investigation of which can provide valuable in- 
formation relating to mental health in general. 
Institutions tor intellectually handicapped patients 
also offer opportunities for basic psychiatric research in 
child development, psychoanalytic theory, and neuro- 
psychiatry, not available in any other setting. Longi- 
tudinal studies of psychosexual development of several 
years duration, sometimes from early childhood until 
adult life, are possible. Relationships between specific 
types of brain damage and emotional and intellectual 
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development can be thoroughly investigated. The role of 
intelligence as a defense mechanism can become more 
clearly understood, as can the relationships between the 
learning process and emotional disturbance. The impact 
of a handicapped individual on the lives of his parents 
is obviously great, and reveals much about the nature of 
parent-child relationships, but little is known about how 
best to help parents with this problem. 

In our enthusiasm to discover biochemical and bio- 
logical etiologies for mental retardation, we are allowing 
opportunities for psychological research to be overlooked 
and virtually ignored. Moreover, the psychiatric needs 
of intellectually handicapped patients living in institu- 
tions are far from being met. . 


A ‘TEACHING DEVICE FOR NURSING STUDENTS 


By ROSE MARIE BUTKIEWICZ, R.N. and JAMES F. FIELDS, R.N. 


Director of Education 


Director of Nursing 


State Hospital, Jamestcwn, Nerth Dakota 


Each WEEK this hospital holds a staff meeting at which 
a patient is presented, not by the ward physician, but 
by a student nurse. This enables the student to become 
better acquainted with the interdisciplinary members of 
the treatment team and with their roles in patient care. 
It further provides her with an opportunity to participate. 
as a member of this professional team, in the preparation 
of a comprehensive treatment program which will allow 
the patient to function to his maximal normal capacity, 
within the limits of his emotional handicap and sup- 
ported by all the available therapeutic measures existing 
in the hospital. 

The patient for the weekly meeting is selected from 
a recently admitted group with acute mental illnesses, 
and is someone for whom the doctor has prescribed spe- 
cial nursing-care measures. This patient’s name is posted 
on the ward bulletin board and in the supervisor's office 
on the Monday before the Friday meeting. Thus all the 
professional personnel know in advance which patient is 
to be presented, and are able to acquaint themselves with 
the history and case findings and prepare their own con- 
tributions to the conference. The patient is always re- 
quested to attend the staff meeting. The purpose of the 
meeting and the patient's participation in it are thor- 
oughly explained to her by the ward physician at the 
time the selection is made. To date, all the patients have 
willingly agreed to participate and some have even given 
approval to the recording of the conference. 

The meeting itself is held in the Round Table Room 
and is attended by the following staff members: the ward 
physician; the nursing student who is presenting the case; 
the nursing students assigned to the ward; other nursing 
personnel; the psychologist who has performed the psy- 
chological tests and may be seeing the patient in therapy; 
the social worker; the chaplain of the patient's faith; the 
recreation, occupational, and vocational rehabilitation 
therapists; and members of the nursing education faculty. 
Also attending are additional representatives from the 


above-mentioned disciplines, whose prior contact with 
the patient may have been very slight. Once a month 
a representative from the Public Health Service, a regis- 
tered nurse, attends as a further advisory person. 

The hour-and-a-half conference begins with the 
nursing student presenting the anamnesis, with emphasis 
on basic personality, presenting problem, symptomatol- 
ogy, type of admission, course of illness in the hospital, 
therapeutic regime, and special nursing considerations. 
A chaplain who has seen the patient and or a member 
of the family may supply contributory social information. 
A social service contact may also be included. 

The psychiatrist to whose service the patient is as- 
signed then elaborates the dynamics of the case, and the 
psychologist presents the reports from the psychological 
evaluation. Any avenues of interest not previously dis- 
cussed are opened up by questions directed to the psy- 
chiatrist as a clue to information he may want to look 
for when he interviews the patient. The psychiatrist 
conducts the major part of the patient interview, although 
questions from all participants are always welcome. 

After the patient has left, any necessary summation 
of the problem is made and any special-interest persons 
are asked for help where needed. For example, a ques- 
tion of distress caused by a religious conflict will be 
directed to the proper chaplain for interpretation. 

The staff group then formulates a plan of care for 
the patient, based on the expressed or apparent needs. 
and in accordance with present-day treatment programs, 
keeping in mind the long-range treatment goal and the 
realities of the hospitalization. Each discipline makes 
recommendations as to the ways it can contribute, and 
the actual course of action is spelled out. 

Thus the staff meeting becomes a patient-centered 
learning experience for the nursing students as well as 
a vehicle whereby the various disciplines of the hospital 
can share their knowledge and experience in the common 
interest of improved care for the patient. ° 
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A. P. . A, Services to Hospitals 


HOSPITAL 
ADMINISTRATION 


By CHARLES kK. BUSH, M.D. 
Chief Inspector, A.P.A. Central Inspection Board 
Washington, D.C. 


ONE OF THE ESSENTIAL DEPARTMENTS rated in both public 
and private hospitals by the Central Inspection Board is 
Hospital Administration. Without proper administration 
at the top levels, the care of patients will inevitably suffer. 

In the fundamental principles outlined in “Standards 
for Hospitals and Clinics” the following statement is 
made: 

“The superintendent, manager, or director should be 
a well-qualified physician and an experienced psychiatrist 
with administrative ability. He should be the chief pro- 
fessional and administrative officer of the hospital, de- 
partment, or clinic, free from partisan political interfer- 
ence, and should have authority commensurate with his 
responsibility. He should be administratively responsible 
only to the appointing authority.” 

The superintendent should be a graduate of an ap- 
proved medical school and licensed in the state. He 
should be a Diplomate of the American Board of Psy- 
chiatry and Neurology or be similarly qualified. He 
should have had not lees than five years’ experience in a 
mental hospital, of which not less than three years should 
have been in a responsible position involving adminis- 
trative duties, and it is preferred that he be a certified 
Mental Hospital Administrator. 

The assistant superintendent should have the same 
qualifications as the superintendent, except that it is ac- 
ceptable for him to have had only one year’s experience 
in administrative duties. 

The clinical director should have the same qualifica- 
tions as the superintendent except that his experience 
should be primarily in diagnosis, treatment, research, and 
teaching. His primary concern is the treatment program 
and the integration of the various disciplines concerned 
with treatment. 


In hospitals of less than 500 beds the duties of as- 
sistant superintendent and clinical director may be com- 


bined. In hospitals of more than 2,500 patients, two or 
more clinical directors will be needed. 

The business manager, who is responsible to the 
superintendent for the nonmedical administrative and 
maintenance functions of the hospital, should be well- 
trained in modern business methods and should have had 
not less than three years’ experience in responsible execu- 
tive hospital administration and management. 

There should be proper administration at the state 
level, preferably a Department of Mental Hygiene headed 
by a qualified psychiatrist. Partial credit is given if the 
Department of Mental Hygiene is a division of another 
state department. Less credit is given if there is no de- 
partment and a Board of Control supervises the institu- 
tions. 

There should be an active public relations program 
using the press, radio, and television. Lectures and dem- 
onstrations should be given for students, and a speakers’ 
bureau should be set up to give educational talks to serv- 
ice clubs, church groups, and other groups that request 
speakers. 

An active volunteer group is usually found when 
there is good administration. Preferably, there is a paid 
coordinator of volunteers, and potential volunteers are 
carefully screened and trained before starting to work. 

Refresher courses should be held from time to time. for 
the volunteer workers. 

In public hospitals ‘schools for the retarded the stand- 
ards for administration are the same as for the hospitals, 
with the additional recommendation that the superin- 
tendent, assistant superintendent, and clinical director 
should have had experience in the field of mental retarda- 
tion. When the superintendent is not a physician, partial 
credit is given if he has had experience or training in the 
fields of psychology, social work, or education; is certi- 
fied or certifiable in his field if such is possible; has 
proven ability as an administrator; and has had not less 
than five years’ experience in his profession in a hospital / 
school for the retarded. 

In private hospitals, there should be a Board of 
Trustees or Directors which meets at least three times a 
year. A representative of the medical staff should attend 
all board meetings. Appointments to the medical staff 
should be made by the board after the physician has 
been investigated and approved by the medical staff. 

The medical director should be a fully qualified psy- 
chiatrist with administrative ability. If there is no medi- 
cal director, partial credit is given for a nonmedical ad- 
ministrator with adequate training, and a qualified chief 
of staff. The medical staff should operate under bylaws, 
rules, and regulations which are acceptable to and signed 
by the medical staff. A well-trained business manager 
should be in charge of all nonmedical functions of the 
hospital and he should be responsible to the medical di- 
rector. 

It is especially important for private hospitals to 
carry full liability and fire insurance. 

‘In all institutions it is, of course, expected that the 
wards will be cheerful and pleasant and that the em- 
ployees will take an active interest in the patients. ©¢ 
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By CHARLES W. FERGUSON 
Senior Editor 

Reader's Digest 

Pleasantville, New York 


A Sane Approach 
to Style 


EVERYONE WHO usEs the wealth of language wants to use 
it in some way that is characteristically his own. He 
wants it, in a sense, as his private property. This desire 
is the most genuine tribute we pay to our heritage, be- 
cause it is unspoken and often unacknowledged, but it is 
steady. 

Most of us want a manner of writing considered pe- 
culiarly our own. One reason is the healthy and inherent 
satisfaction provided; writing may be the last stronghold 
of individuality, the place where within reason a man 
may be himself without being odd or losing status. In- 
deed, he may gain status if he has a novel as well as a 
persuasive way of putting ideas. 

Certainly there can be no accomplished style without 
a good deal of blotting out, of giving consistent attention 
to terms and constructions that do or do not adequately 
represent the thought within. “Style is organic,” writes 
J. Middleton Murry, “not the clothes a man wears, but 
the flesh, bone, and blood of his body. Therefore it is 
really impossible to consider styles apart from the whole 
system of perceptions and feelings and thoughts that ani- 
mate them.” 

There are certain components all good writing needs. 
These components, and the attitude that must guide their 
use, were never better set forth, to my knowledge, than 
they are by F. L. Lucas, Fellow of King’s College, Cam- 
bridge, in his remarkably helpful book, “Style.” 

The first is clarity. And how is clarity to be achieved? 
“Mainly,” says Lucas, “by taking trouble and by writing 
to serve people rather than to impress them.” 

Think what an illuminating difference it would make 
all around if those now using, say, business dialect or 
pedagogical patois would control their expression by this 
principle of service to the reader. Certainly hefty terms 
become the signs of learning, and a great deal of the 
turgid prose in the field of education, for example, comes 
about simply because words are used to show that the 
writer belongs to the cognoscenti. Thus we get in educa- 


Ed Note: The above is a condensation of an article which 
appeared in the Saturpay Review, Sept. 26, 1959, and 
which was in turn adapted from Mr. Ferguson’s book, 
“Say It With Words,” published by Alfred A. Knopf, Inc., 
price $3.50. 


tion and social work an “underprivileged preadolescent,” 
meaning a poor child. 

Schopenhauer likens a man’s style to “the dough out 
of which all the contents of his mind are kneaded.” He 
goes on to observe that, instead of really revealing these 
contents, many writers “try to make the reader believe 
that their thoughts have gone much further and deeper 
than is really the case. They say what they have to say 
in long sentences that wind about in forced and unnatural 
ways. ... They tremble between the two separate aims 
of communicating what they want to say and of conceal- 
ing it. Their object is to dress it up so that they may look 
learned or deep, in order to give people the impression 
that there is more in it than for the moment meets the 
eye. ... Authors should,” he concludes, “use common 
words to say uncommon things.” 

Of a further essential ingredient of good style, which 
is brevity, it would appear that the less said the better! 
This at least is theory, but not the case. Brevity is not 
briefness. Brevity is not a virtue; it is a result. In a word, 
if you would be brief, first be long. To make a telephone 
conversation short, think it over and rehearse it, and 
anticipate as far as possible what is likely to be said and 
what needs to be said. To make a business letter short 
or an annual report pointed, let it first be written in full- 
ness or at least outlined in some luxuriance of detail. 
Only then will it be possible to make it brief. Brevity 
ought to be thought of as tied up inextricably with clarity, 
and if there happens to fall an unhappy choice between 
brevity and clarity, let brevity be sacrificed. 

A man will reveal his manners as well as his thoughts 
in what he writes. Let him know this, and he will write 
in such a way that the reader will meet him more than 
halfway. A good spirit must be reckoned with as an 
essential of a pleasing style. A feeling of warmth and 
kindness toward any audience will supply a resilience of 
spirit which no brilliance of mind can make up for. Peev- 
ishness can be detected as easily as a glaring error in 
grammar. 

We reach a point sooner or later at which style 
ceases to be a matter of form and becomes a matter of 
substance, revealing the content and habits of the mind. 
The way we write reveals our bent, our inclinations, 
our inner drives. Thus if we are to cultivate any manner 
of writing, it should reflect what we are—and let the con- 
sequences go hang. We should not attempt to express 
ourselves in the boogie-woogie manner if we are not mod- 
ern and not hep. Not the form that is popular, but the 
form that is honest—this is our hope of effectiveness. 

Nor need one be fearful of deliberate repetition of 
words, which the late Gertrude Stein made her leitmotif 
of stvle. But let repetition be conspicuously deliberate: 

Any style is like that because that’s the way style is, 
it ousht to be clear, but once it’s clear it ought to be 
peculiar because we are all peculiar, and being peculiar 
in some way ought not to disguise it but admit it and 
show it and be peculiar in some peculiar way, some way 
that is peculiarly our own, but not so peculiar that peo- 
p'e will call us peculiar, just peculiar enough to be our- 
selves, remembering that peculiar comes from an old 
Latin term meaning private property, and our style is our 


private property. ° 
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52 Mental Hospitals 


REVIEWS & COMMENTARY 


FILM 
REVIEWS 


During the past five years, psychiatric training pro- 
grams for physicians in general practice have been initi- 
ated in a number of states—partially in response to the 
doctors’ own requests for more konwledge, but also be- 
cause of psychiatry’s growing interest in developing closer 
ties between the G.P. and the psychiatrist, as witness the 
American Psychiatric Association's creation of a General 
Practitioner Education Project to foster training programs 
throughout the country. 

In most cases, these training programs represent a 
coalition between medical societies and medical schools, 
but more and more state departments of mental health 
and state hospitals are becoming involved in the psychi- 
atric orientation of the physician. For this reason, MEN- 
TAL Hosprrats reviews some films this month which 
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may be used by mental hospitals in their training pro- 
grams for physicians. Also included for this purpose is 
a selected list of films available to all full subscribers to 
the A.P.A. Mental Hospital Service. 


THE PHYSICIAN AND MENTAL HEALTH (black 
and white, 27 minutes) Produced by the Southern Re- 
gional Education Board. Available on free loan basis to 
groups in the 16-state region covered by SREB. Address 
requests to Associate Director for Mental Health, SREB, 
130 Sixth St., N.W., Atlanta 13, Georgia. 


This is an interesting filmed report of a meeting held 
last October in Atlanta on the psychiatric training of 
physicians. Enough glimpses of the actual meetings are 
given to convey some of the enthusiastic spirit of the con- 
ference, but the real substance is given in a number of 
informal summaries of the speeches by the speakers them- 
selves. Since these included Drs. Leo Bartemeier, John 
G. Walsh, Robert H. Felix, Raymond Feldman, T. A. 
Watters, William Rottersman, W. P. Hurder, and Paul 
Penningroth, the summaries are thoughtful, trenchant, 
and challenging. Between them, these authorities point 
out the need for postgraduate training of physicians in 
psychiatric principles; give examples of training pro- 
grams now under way; outline the role of SREB in help- 
ing states to carry out training programs; and summarize 
the questions which states must still resolve in their plan- 
ning. Among those shown helping the discussants as 
they consider these programs are: Drs. Mathew Ross, 
Harold McPheeters, and Cyril J. Ruilmann. 

Some filmed reports of meetings are deadly to watch 
but we put up with them for the sake of the material they 
have to offer. However, THE PHYSICIAN AND MEN- 
TAL HEALTH is always lively; photography, sound, re- 
cording, and editing are of the highest caliber. The de- 
vice of having the speakers summarize their talks in an 
informal setting is an excellent substitute for the usual 
series of jerky “highlights” that results from filming a 
speech while it is being given and then editing it after- 
ward. Despite the generality implied in its title, this 
film is highly specialized and will find its most appropri- 
ate use with groups interested in getting information 
about needs and resources for psychiatric training pro- 
grams for physicians, or groups meeting to discuss ways 
and means of devising a training program. It is intended 
to be used, however, with those who are already con- 
vinced of the need for such training; hence, it probably 
would not be useful as a persuader. An excellent dis- 
cussion guide accompanies the film. 


SMITH KLINE & FRENCH PSYCHIATRIC NEWS- 
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REEL NO. 2 (black and white, 25 minutes). Produced 
by SKF’s Mental Health Education Unit. Available on 
free loan from their representatives, from the Medical 
Film Center, SKF Laboratories, Philadelphia, Pa., or (to 
full subscribers ) from the A.P.A. Mental Hospital Service 
Film Library. 


This film provides an unusual opportunity to observe, 
in actual practice, three new ideas in therapy. The first 
of the three sequences in the “newsreel” takes us to 
Cassel Hospital, Surrey, England. Here, emotionally dis- 
turbed mothers take their children along with them to 
the hospital and both are treated as part of the family 
unit. Fathers are encouraged to spend weekends. Since 
no grossly psychotic mothers are accepted, it is possible 
for mothers to live with and care for their children, thus 
avoiding possible damage to the child through separation 
from the mother. In an interview, Dr. Thomas Main, the 
director, explains that this method is an extension of the 
open hospital concept. The second sequence shows how 
a mobile mental health unit brings “psychiatric first aid” 
to isolated and urban areas of eastern Kentucky. Dr. Ray 
H. Hayes, district psychiatrist, describes the wide range 
of services supplied and how they tie in with other com- 
munity services. Since 1957, this program has been con- 
ducted by Eastern State Hospital (Lexington, Ky.) and 
the Division of Community Services, State Department of 
Mental Health. Especially interesting are scenes showing 
how Dr. Hayes, using a multiple-interview technique, 
sees nineteen to thirty persons in three hours or less. The 
third and last sequence in the newsreel takes us to a 
unique hospital in Vacaville, California, where over 1000 
criminal psychopaths (or “sociopaths” ) receive intensive 
therapy—chiefly group therapy. Groups averaging twelve 
inmates meet with a therapist for one hour twice weekly. 

One amusing scene, showing a group of patients 
who have professional backgrounds, illustrates how quick- 
ly patients of this type pick up psychiatric jargon. Al- 
though PSYCHIATRIC NEWSREEL NO. 2 is not a dis- 
cussion film, it manages to cover in a very short length of 
time a fairly comprehensive look at some new concepts 
in treatment. It could be used to interest physicians in 
the idea of learning more about psychiatry, but its uses 
are not limited to that. Hospital staffs, medical and 
nursing students, and community mental health groups 
would also enjoy and learn from it. 


A STUDY IN MATERNAL ATTITUDES (black and 
white, 28 minutes). Produced by the New York Fund 
for Children. For purchase or rental information, write 
to the New York Fund for Children, 104 East 25th St., 
N. Y. 10, N. Y. 


Another highly specialized film, A STUDY IN MA- 
TERNAL ATTITUDES is a documentary based on the 
Attitude Study Project developed and conducted by 
David M. Levy, M.D., at the Kip’s Bay Health Center, 
N. Y. City Department of Health. The basic idea of this 
project is to make the study and treatment of the emo- 
tional life of children and their mothers an integral part 
of pediatrics and the health supervision of infants and 
young children. The film tries to convev an experience 
comparable to that obtained by attending one of the 
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Demonstration Clinics of the Project. Thus, the viewer 
not only witnesses portions of real clinic sessions but also 
gets a chance to sit with the trainees and listen to some 
of the teaching points being made by the project direc- 
tor. 

The cases are real, giving the film a conviction of 
validity unobtainable by dramatic re-enactment. Seven 
mothers of infants reveal, under the skillful questioning 
of the interviewers, a fascinating range of personalities 
as they talk about their parental problenis and their ways 
of handling them. In his comments to the trainees in the 
film, Dr. Levy discusses the techniques of observing and 
interviewing developed by the project, which he started 
in 1949. Because his trainees were, for the most part, 
physicians who had no preliminary courses in psychody- 
namics, this film would be useful for showing to general 
practitioners as a means of introducing them to some 
basic interviewing techniques. The film is intended, how- 
ever, for doctors and nurses in pediatric settings, although 
it would be valuable in any medical teaching center. An 
unusually comprehensive discussion guide, describing the 
project and analyzing the interviews, has been prepared 
for the film by Nina Ridenour, Ph.D. 


SOME SUGGESTED FILMS FOR USE IN PSYCHI- 
ATRIC WORKSHOPS FOR PHYSICIANS IN GEN- 
ERAL PRACTICE: All are available to full subscribers 
to the A.P.A. Mental Hospital Service. Please use order 


KLENZADE 
Sanitation 


» 


@ Physical 
@ Su 
@ Obstetrical Housekeeping @ Wards 
a 
@ Central @ Formula Room @ Dietary 


Supply 


Designed for Y our Individual 
Institution — Provides Total Cleanliness 
with these § pecialized Products 


MED-I-KLEEN @ SCROAP @ MED-I-SOLV 
SURG-I-KLEEN e KONDUCT * DIOPHOR 
NOS-O-SAN @ STAPH-I-CIDE KLENZ-SOFT 
Ask About Our Sanitation Survey Service 
HOSPITAL DIVISION 


KLENZADE PRODUCTS, INC. 


BELOIT, WISCONSIN 
DEPT. 59 J 


7 
| 4 
: 
yf 
e 
of 
1- 
n 
ul | 
it, 
nt 
in 
O- 
p- 
Ze 
n- oN 
sS, 
SIVE PLAN COVERING ALL 
re- 
le- ; 
an : 
ial 
er- 
his 
yri- 
ion | 
ro- 
ays 
led 
on- 
bly | 
lis- 
VS- 


54 Mental Hospitals 


blanks in the Film Catalogue when requesting films. If 
your hospital does not have a Film Catalogue, please 
write to the A.P.A. Mental Hospital Service.) 


A. For General Orientation: 

Out or Darkness, BACK INTO THE SuN, THE GEN- 
TLE Warrior, SKF Psycutatric NewsrecE No. 2 
B. To Interpret Dynamics of Human Behavior: 

Faces oF Depression, Mr. FINLey’s FEELINGS, FEEL- 
incs oF Hostiuiry, DAvip—PROFILE OF A PROBLEM DRINK- 
ER, ETERNAL CHILDREN 


JACK NEHER 
Mental Health Materials Center 


BOOK 
REVIEWS 


WHEN A PARENT IS MENTALLY ILL—WHAT TO 
SAY TO YOUR CHILD, By Helene S. Arnstein, Child 
Study Association of America, 9 E. 89th Street, New York 
28, N. Y., $0.50. 


This 48-page pamphlet describes, in simple language, 
how best to tell children about mental illness when it 
concerns a member of their own family. By correlating 
the information-giving process to the particular age group 
and general maturity of the child, the booklet is able to 
make many helpful suggestions about how adults may 
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recognize and manage the youngsters’ fears and anxieties. 
It will also be a valuable aid to hospital staffs who are 
helping families meet the problems that follow hospital- 
ization of a mentally ill relative. 


PROCEEDINGS OF THE FIRST CANADIAN CON- 
FERENCE ON NURSING IN PSYCHIATRIC DIVI- 
SIONS OF GENERAL HOSPITALS, Montreal, Canada, 
November, 1958, 84 pages. 


In November, 1958, The Allan Memorial Institute of 
Psychiatry at the Royal Victoria Hospital in Montreal 
called a Regional Conference. Representatives of the 
nursing and medical professions attended from nearly 
all of Canada and the Northeastern part of the United 
States. The goal of the conference was to set up guide- 
lines to assist newly organized psychiatric services in 
general hospitals in establishing nursing programs. How- 
ever, this goal was not strictly adhered to, and the dis- 
cussion subjects ranged from research and the nurse, to 
social and personal influences in the role of observation 
and communication in psychiatric nursing. 

The proceedings of this conference are now available 
and will be of great value to almost anyone in the psychi- 
atric field. The material is of special importance to the 
psychiatric nurse, not only because it is informative, but 
also because it is helpful to her to read in print that she 
is the key individual in the life and operation of the psy- 
chiatric division in which she works. While she may well 
believe this of herself, her co-workers sometimes express 
doubts. 

Among the book’s many conference discussants are 
a particular few whose ideas are especially noteworthy. 
Miss Harriet M. Kandler, R.N., director of nurses at the 
Lafayette Clinic, points out that the nurse has a contribu- 
tion to make in three areas: ward administration, educa- 
tion of ward personnel, and leadership. Dr. D. Ewen 
Cameron cautions the nurses not to let their creative 
powers be stifled, and to be wary of becoming so in- 
culcated with the idea of being “an arm of the doctor” 
that they lose creativity. 

On the subject of day-hospitals, Dr. T. J. Boag, at- 
tending staff member of the Allan Memorial Institute, 
describes the nurse as the key figure in this setting, as 
she “occupies a central position in its social structure and 
exerts greater influence on it than does any other single 
person.” Reiterating the fact that the ward is the basic 
unit of the hospital, Dr. Esther Lucille Brown notes that 
a nurse can strengthen patient care by improving the 
ward physical facilities and systematizing their use. She 
also cites the necessity of meeting personnel’s psycho- 
logical needs as a prerequisite for improved patient care, 
and points out that a better understanding of the dy- 
namics of human behavior will enable ward personnel to 
know patients better and work with them more easily 

It is interesting that many of the ideas expounded 
by the experts attending the conference are now in prac- 
tice in various psychiatric units. 

This book is well worth reading, if only to review the 
accomplishments over the years and to remind oneself of 
the goals set up in the past but still waiting to be reached. 


RUTH V. LEWIS, RN. 
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one child has epilepsy...even her companions might 
not know—if her seizures are controlled with medication 


“.. nowadays our approach should be, as far as possible, to protect the patient with sufficient 
medicine and allow him to live as much as possible the life of a normal child.”* 


for clinically proved results in control of seizures 


2 SODIUM KAPSEALS® outstanding performance in grand mal and psycho- 
motor seizures...DILANTIN Sodium (diphenylhydantoin sodium, 
Parke-Davis) is available in several forms, including Kapseals of 


0.03 Gm. and of 0.1 Gm., in bottles of 100 and 1,000. 
other members of THE PARKE-DAVIS FAMILY OF ANTICONVULSANTS 
for grand mal and psychomotor seizures: PHELANTIN® Kapseals (Dilantin 100 mg., phenobarbital 
30 mg., desoxyephedrine hydrochloride 2.5 mg.) bottles of 100 + for the petit mal triad: MILONTIN® 
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NEWS & NOTES 


Chief Inspector Accepts New Post 


Dr. Charles K. Bush, a staff member 
of the A.P.A. Central Office since 1954, 
has accepted an appointment as deputy 
superintendent of Delaware’s mental 
health program, to become effective im- 
mediately after the 12th Mental Hospital 
Institute in October. The appointment 
was made by the State Board of Trus- 
tees, on the recommendation of Dr. 
M. A. Tarumianz, the superintendent. 

In announcing Dr. Bush’s appoint- 
ment, Dr. Tarumianz declared that he 
is one of the few psychiatrists compe- 
tent in the administration of hospitals 
for the mentally deficient as well as 
those for the mentally ill. Before join- 
ing the A.P.A., Dr. Bush was superin- 
tendent of Dixon State School in Illi- 
nois, and acting superintendent of Man- 
teno State Hospital in the same state. 

In his new position he will serve as 
assistant to Dr. Tarumianz in the ad- 
ministration of three institutions and 
two mental health programs: the Dela- 
ware State Hospital at Farnhurst, the 
Hospital for the Mentally Retarded at 
Stockley, the Governor Bacon Health 
Center at Delaware City, the day-care 
centers for retarded children, and the 
mental hygiene clinics. 

Dr. Bush first joined the A.P.A. as 
Director of the Architectural Study Proj- 
ect, and later became Chief Inspector of 
the Central Inspection Board. With 
this issue fo MentaL Hospitats (page 
18) he concludes his series on the 
C.1.B.’s inspection system. 

At this time the staff of Menta Hos- 
PITALS wishes to join with its Editor, 
Dr. Mathew Ross, Medical Director of 
the A.P.A., in thanking Dr. Bush for his 
constant support and encouragement and 
wishing him every success. 


Next Certification Examination 


Dr. Francis J. O'Neill, Secretary 
of the A.P.A. Committee on Certification 
of Mental Hospital Administrators, an- 
nounces that the next examination of 
candidates will take place on May 7, 
1961, in Chicago, Illinois, just prior to 
the A.P.A. Annual Meeting. For further 
information and application form, write 
to Dr. F. J. O'Neill, Senior Director, 
Central Islip State Hospital, Central 


Islip, New York. At its meeting in May 
1960 this committee certified nine men- 
tal hospital administrators. 


PEOPLE & PLACES 


Allan Stoller, Chief Clinical Officer, 
State Mental Hygiene Authority, Mel- 
bourne, Australia, paid a short visit to 
this country in August. He stopped in 
Washington, D. C., where he gave two 
lectures at the National Institute of Men- 
tal Health—one on “Epidemiology of 
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Mongolism” and the other on “Mental 
Health in Thailand.” 

Dr. David Livingstone, a_private- 
practice psychiatrist. in Christchurch. 
New Zealand, has accepted a temporary 
appointment as Lecturer in the Depart- 
ment of Neurology and Psychiatry at 
the University of Nebraska College of 
Medicine, Omaha. He will be in the U. 
S. from September through November. 
CONNECTICUT: On September 1. Dr. 
Bernard C, Glueck assumed his new 
duties as director of research at the In- 


stitute of Living in Hartford. Dr. Glueck 
had been professor of psychiatry and 
director of psychiatric research at the 
University of Minnesota since 1955, An- 
other addition to the medical staff of the 
Institute of Living is Dr. John W. 
Higgins, associate clinical director of 
psychiatry at Yale University and chief 
of the NP Service of the VA Hospital in 
West Haven. In his new position as 
chief consultant, his major efforts will 
be concerned with the teaching of resi- 
dent physicians. 
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Dr. Albert M. Moss was recently ap- 
pointed medical director of Hall Brooke 
Hospital. Green Farms, Conn.. succeed- 
ing Dr. George S. Hughes, who re- 
linquished his administrative duties to 
enter the private practice of psychiatry 
and serve as consultant in clinical psy- 
chiatry to the hospital. Dr. Moss joined 
the staff in 1958 as associate psychiatrist. 


PENNSYLVANIA: Dr. John F. Re- 
gan, the former superintendent of the 
State Hospital for Mental Diseases, How- 
ard, R. I., is now director of profession- 
al services. VA Hospital, Pittsburgh. 
Mr. H. Robert Catheart has been 


named to the newly created post of vice 


president of Pennsylvania Hospital. 
Philadelphia. In his new assignment, 


Mr. Cathcart will be responsible for all 
administrative functions of the Depart- 
ment for Sick and Injured (of which he 
had been administrator), as well as of 
the Institute of Pennsylvania Hospital. 
By virtue of this appointment, Dr. Lau- 
ren H. Smith, physician-in-chief of the 
Institute, will be able to devote his full 
time to the clinical functions of the 
Institute. 

On July 1, Dr. John K. Clark was 
named director of research and develop- 
ment at Smith Kline & French Labora- 
tories in Philadelphia. Dr. Clark, who 
had been SKF’s director of research, 
succeeded Mr. W. Furness Thomp- 
son, vice president of research and de- 
velopment, who resigned. In addition 
to his position with the pharmaceutical 
firm, Dr. Clark will continue his affilia- 
tion with the University of Pennsylvania, 
where he serves as associate professor 
of medicine. 


NEBRASKA: Dr. Harold R. Martin, 
former clinical director of adult inpa- 
tient service at the Nebraska Psychiatric 
Institute, Omaha, has moved to Roch- 
ester, Minn., where he has joined the 
staff of the Mayo Clinic. Dr. Bulent 
Tunakan was named to replace him. 

Dr. Merrill T. Eaton, Jr., formerly 
of Kansas University Medical Center, 
became clinical director of the Adult 
Out-patient Service at NPI. His wife, 
Dr. Louise Eaton, joined the staff as 
child psychiatrist. 


NEW YORK: Dr. S. Bernard Wortis 
was recently appointed deputy director 
of N. Y. University Medical Center, and 
dean of the School of Medicine and Post- 
Graduate Medical School, New York 
City. He succeeds Dr. Donald Shee- 
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han who will continue as professor and 
chairman of the department of anatomy. 
In May, Mr. Lawrence J. Linck re- 
signed as executive vice president of the 
National Association for Mental Health. 
He served as counselor to the organiza- 
tion until September 1. Dr. William 
Malamud, professional and research di- 
rector, will act as executive vice presi- 
dent until a new one is appointed. 


Dr, Vincent Bonefede became di- 

rector of Craig Colony and Hospital, 
Sonyea, following the retirement of Dr. 
George Warner. 
HERE & THERE: Dr. Ruth I. Barn- 
ard has resigned as director of educa- 
tion for the Los Angeles Psychiatric 
Service to become medical director of 
“The Westwood,” a private psychiatric 
hospital in West Los Angeles. 

Dr. Nicholas S. lonedes transferred 
from the VA Hospital, Hines, IIl.. to 
Washington, D. C., where he now occu- 
pies the post of chief, Legal Psychiatric 
Services Division, Bureau of Mental 
Health of the District of Columbia. 

Dr. Henry Luidens, former superin- 
tendent of Lima (Ohio) State Hospital, 
was appointed commissioner for the 
State Division of Mental Hospitals in 
July. 

Dr. Maxwell Jones, formerly of Bel- 
mont Hospital, Surrey, England, became 
director of education and research at 
the Oregon State Hospital, Salem, in 
June after spending last year as visiting 
professor at Stanford University. 

Dr. Oreon K. Timm has been ap- 
pointed deputy to the VA assistant chief 
medical director for operations, Wash- 
ington, D. C. Dr. Timm came to Wash- 
ington from St. Paul, Minn., where he 
served as area medical director for the 
Veterans Administration. 

Dr. Milton A. Dushkin is the new 
medical director at North Shore Hospi- 
tal, Winnetka, Ill. He had been the 


assistant medical director for the past 


. four years. 


After serving as director of the Ken- 


‘tucky Department of Mental Health Di- 


vision of Community Services for the 
past two years, Dr. Wilbur A. Mitche'l 
resigned from his state post on June 1 to 
engage in private practice in Louisville. 
Mr. Maurice L. Kohnhorst, a psy- 
chiatric social work consultant for the 
Department since 1958, has been chosen 
for the newly created position of co- 
ordinator of the Division of Community 
services. 


Dr. Elizabeth Novotny has been 
named chief psychologist of the children’s 
division at Topeka State Hospital. Kan- 
sas. 

The Mental Health Services 
Branch (A. E. Davidson, M.D.., 
Deputy Minister), Department of 
Health Services and Hospital Insurance. 
has moved from Essondale, B. C.. to 
Vancouver, B. C., and will occupy the 
seventh floor of the Provincial Health 
Building at 828 West 10th Avenue. 

Dr. John L. Haskins, the medical 
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director of Morningside Hospital in 
Portland, Ore., retired in July and was 
replaced by Dr. James Carlin. 

Dr. John B. K. Smith has resigned 
as director of the Division of Mental 
Health of the Alaska Department of 
Health and Welfare, a position he had 
held since March 1958. Dr. Smith has 
rcturned to New Jersey to become direc- 
tor of professional education at the 
N. J. State Hospital at Marlboro. 
HONORS: Dr. John R. Rees, director 
of the World Federation for Mental 
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Results in 262 epileptic patients when “‘Mysoline’”’ was used alone. 


COMPOSITE 


Type of Number of | Completely 50-90% <50% 
RESULTS Seizure Patients Controlled improved 
OF 20 Grand Mal 214 172 (80%) | 15 (7%) | 27 (13%) 
CLINICAL Psychomotor 29 19 (65%) ‘10 (35%) 
STUDIES Focal Jacksonian 19 19 (100%) 


Results in 835 epileptic patients who had failed to respond successfully 
to other anticonvulsants. ‘“‘Mysoline” was added to current medication 
which, in some cases, was eventually replaced by “‘Mysoline’’ alone. 


Type of Number of} Completely 50-30% <50% 

Seizure Patients | Controlled Improved | 
Grand Mal 613 175 (28.5%) | 253 (41.2%) | 185 (30.3%) | 
Psychomotor 130 10 (7.7%) 65 (50%) 55 (42.3%) 

Focal Jacksonian} 92 14 (15.2%) | 36 (39.1%) | 42 (45.7%) 


The dramatic results obtained with ‘‘Mysoline”’ advocate its use as first ; : | 

choice of effective and safe therapy in the control of grand mai and , 

psychomotor attacks. Literature and bibliography on request. 
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dosage adjustment for initiation/combination/and “‘trans- 
fer’ therapy in selected cases. Available on prescription. 


Supplied: 0.25 Gm. (250 mg.) scored tablets, bottles of 100 and 
1,000. Also 50 mg. scored tablets to facilitate dosage adjustment, 
bottles of 100 and 500. ; 


AYERST LABORATORIES new York 16, Montreal, Cenede 


“Mysoline” is available in the United States by arrangement with imperial Chemical Industries, Ltd. 
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Health, received The Samuel Rubin 
Award for outstanding achievement in 
mental health from the Postgraduate 
Center for Psychotherapy. This award 
was established in 1957. Previous re- 
cipients have been Dr. Paul Hoch, Dr. 
Franz Alexander, and Dr. D. Ewen 
Cameron. 

On June 5, Dr. Karl Menninger was 
granted an honorary Doctor of Law 
degree by Parsons College in Fairfield, 
Iowa. On the same day, Dr. William 
Malamud received an honorary Doctor 
of Science degree, conferred on him by 
the Boston University, Mass. 

Smith Kline & French Labora- 

tories were awarded on May 10 the first 
Edward A. Strecker Memorial Medal 
for “outstanding service in the field of 
psychiatric aftercare.” The Strecker 
award, given by Horizon House (for- 
merly Fountain House) in Philadelphia, 
was established in 1959 after the death 
of Dr. Strecker, who was one of the 
first directors of Horizon House, and for 
many years headed the department of 
psychiatry at the University of Pennsy]- 
vania Hospital. 
NEW OFFICERS: at its last annual 
meeting the Academy of Psychoanalysis 
elected new officers: Dr. Frances S. 
Arkin, president; Dr. Roy R. Grink- 
er, president-elect; Dr. John L. 
Schimel, treasurer. Dr. Joseph 
Mearin was reelected secretary. The 
new trustees are Drs. Leon Salzman, 
May E. Romm, and Donald D. Jack- 
son. 

The American Psychoanalytic Associa- 
tion also elected Dr. Jacob A. Arlow 
as its president, and Dr. Leo Rangell 
as president-elect. 

The National Association of State 
Mental Health Program Directors elected 
Dr. M. A. Tarumianz, president. Dr. 
Owen P. Heninger, vice president, and 
re-elected Dr. Harold L. McPheeters 
as secretary-treasurer. 

At the annual meeting of the Ameri- 
can Association on Mental Deficiency 
Mr. Edward L. Johnstone, Lang- 
horne, Pa., was installed as president of 
the association. 

At its last meeting, held on May 10, 
during the A.P.A. Annual Meeting, the 
Section on Mental Hospitals unanimous- 
ly elected three new officers: Dr. Wil- 
liam S. Hall of Columbia, S. C., as 
chairman; Dr. Bernard H. Hall of 
Topeka, Kansas as vice-chairman, and 
Dr. Dale C. Cameron of Washington, 
D. C., as secretary. 
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QUARTERLY HOSPITAL PROFESSIONAL CALENDAR 


A.P.A. ANNUAL MEETINGS: 


1961 May 8-12, Hotel Morrison, Chicago, Ill. (117th) 
1962 May 7-11, Royal York Hotel, Toronto, Canada (118th) 
1963 May 13-17, Ambassador Hotel, Los Angeles, Cal. (119th) 


A.P.A. MENTAL HOSPITAL INSTITUTES: 


1960 Oct. 17-20, Hotel Utah, Salt Lake City (12th) 
1961 Oct. 16-19, Hotel Sheraton-Fontenelle, Omaha, Neb. (13th) - 
1962 Sept. 24-27, Hotel Americana, Miami Beach, Fla. (14th) 


Others: 


A.P.A. Regional Research Conference—Content of Psychiatric Research under 
State, Federal, and Community Sponsorship, Oct. 12-13, Mayo Clinic, 
Rochester, Minn. 

A.P.A. Committee Meetings, Oct. 28-29, A.P.A. Central Office, Washington, D. C. 

A.P.A. Council Meeting, Dec. 2-3, A.P.A. Central Office, Washington, D. C. 


OTHER PROFESSIONAL ORGANIZATIONS 


European CONGRESS ON INFANTILE NEURO-PsyCHIATRY, Sept. 16-21, Paris, 
France. (Ing. Dr. G. Belaubre, 14 rue Drouot, Paris.) 

CANADIAN CONFERENCE ON CHILDREN, Oct. 2-6, The Chanteclair & Alpine Inn, 
The Laurentians, Quebec, Canada. 

NATIONAL ASSOCIATION FOR RETARDED CHILDREN, Annual Meeting, Oct. 5-8, 
Minneapolis, Minn. 

Cuestnut Lopce—50th Anniversary—Symposium on Psychotherapeutic Treat- 
ment of Psychoses, Oct. 7-8, Rockville, Md. 

NATIONAL AssociATION OF SociAL WorkKeRS—Delegate Assembly, Oct. 12-15, 
Chicago, Ill. 

Tue NATIONAL AssOcIATION OF STATE MENTAL HEALTH PROGRAM DiRECTORS, 
Oct. 16-17, Hotel Utah, Salt Lake City. 

VOLUNTEER SERVICE CoorDINATORS, Oct. 16-17, Hotel Utah, Salt Lake City. 

AMERICAN SociETY OF MENTAL HospitraL Business ADMINISTRATORS, Annual 
Meeting, Oct. 17, Hotel Utah, Salt Lake City. 

Psycuiatric Nurses, Oct. 17, Hotel Utah, Salt Lake City. 

HospitaAL ComMitTee, WESTERN MENTAL HEALTH COUNCIL ON TRAINING AND 
ReseEarcH, Dinner Meeting, Oct. 19, Hotel Utah, Salt Lake City. 

ASSOCIATION FOR PsYCHIATRIC TREATMENT OF OFFENDERS, Monthly Meeting, 
Oct. 19, N. Y. Academy of Sciences, 2 E. 63rd St., New York City. 

ASSOCIATION OF STATE AND TERRITORIAL HEALTH OrFicers, Annual Meeting, 
Oct. 26-28, Jack Tar Hotel, San Francisco, Cal. (Ing. Mack I. Shanholtz, 
M.D., State Office Bldg., Richmond, Va.) 

AMERICAN Pusiic Heattu Association, Annual Meeting, Oct. 31-Nov. 4, Civic 
Auditorium, San Francisco, Cal. 

Group FOR THE ADVANCEMENT OF PsycHiaTRy, Regular Meeting, Nov. 3-6, 
Asbury Park, N. J. (Ing. M. J. Farrell, M.D., Box C, Waverly 78, Mass.) 

AMERICAN OccUPATIONAL THERAPY ASSOCIATION, Annual Conference, Nov. 14- 
18, Statler-Hilton Hotel, Los Angeles, Cal. 

AssOciIATION FOR PsyCHIATRIC TREATMENT OF OFFENDERS, Monthly Meeting. 
Nov. 16 (see Oct. 19). 

NATIONAL AssociIATION FOR MentTAL Annual Meeting, Nov. 17-19, 
Denver-Hilton Hotel, Denver, Colo. 

Counc, ON Menta HEALTH OF THE A.M.A., Annual Conference of Mental 
Health Representatives of State Medical Associations, Nov. 18-19, (Inq. 
R. J. Plunkett, M.D., A.M.A. Council on Mental Health, 535 N. Dearborn 
St., Chicago, Ill.) 

AcADEMY OF RELIGION AND MentAL HEALTH, Annual Symposium, Nov. 18-20, 


Arden House, Harriman, N. Y. (Ing. Harry Meserve, Program Director, 
16 E. 34th St., New York 16, N. Y.) 
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SQUIBB ANNOUNCES 


once day 
dosage for 
the psychiatric 
patient 


Prolixin 


Squibb Fluphenazine Dihydrochloride 


Prolixin is a new, exceptionally effective behavior modifier with sustained and prolonged 
action for your psychiatric patients. Its extended action, permitting a single daily dose, 
has been thoroughly demonstrated in clinical trials.1.2 

Prolixin is particularly useful in the management of acute and chronic psychotic states 
characterized by agitation, excitement, explosive behavior and turbulence — in such 
conditions as schizophrenia, mania, psychoses due to organic brain disease, and senile 
psychoses. 

Providing lowered toxicity and maximum economy, Prolixin not only elicits a greater 
therapeutic response but also affords improvement in many patients previously refrac- 
tory to other phenothiazines. This is true whether the mental disorder is of short or long 
duration. 

The usual extrapyramidal symptoms encountered with other potent phenothiazine deriv- 
atives have been reported.!-3 Less common effects have been hypotension,’ drowsi- 
ness,> agitation,” restlessness,* and anorexia.6 Side effects have disappeared with 
reduced dosage or temporary discontinuance of the drug.?:56 ‘erouixiny is squige TRADEMARK 


SQUIBB 


Squibb Quality— 
the Priceless 
Ingredient 


Dosage: Optimum dosage levels vary from patient to patient and must be de- 
termined individually. Most patients may be maintained on 1 mg.— 5 mg. daily, 
Supply: 1.0 mg., 2.5 mg., and 5 mg. tablets. References: 1. Taylor, I.J.: Clin. Res. 
Notes 2:1 (Aug.) 1959. 2. Morrow, L.L.: Clin. Res. Notes 2:8 (Aug.) 1959. 3. 
Darling, H.F.: Dis. Nerv. System 20:167 (April) 1959. 4. Niswander, G.D., and 
Karacan, |.: Dis. Nerv. System (In Press). 5. Freed, J.E.: Clin. Res. Notes 2:12 
(Aug.) 1959. 6. Weiss, I.1.: Clin. Res. Notes 2:12 (Aug.) 1959. 7. Stevenson, L.E.: 
Clin. Res. Notes 2:10 (Aug.) 1959. - 
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L DRUG-INDUCED PARKINSONISM IS ON THE RISE, 
reflecting the growing use of potent tranquilizers. 
These extrapyramidal disturbances may be reduced 
by lowering tranquilizer dosage. 


“It is almost always preferable, however, to merely add oral 
AKINETON®. . since this avoids the risk of loss of therapeutic 
benefit and permits uninterrupted phenothiazine therapy.” 


KNOLL PHARMACEUTICAL COMPANY, ORANGE, NEW JERSEY 


AKINETON’ 


BRAND OF BIPERIDEN 


a prompt, specific countermeasure to drug-induced akinesia 
motor restlessness - akathisia - torticollis - oculogyric crises - chorea 


remarkably safe — “Akineton was not responsible for a 
single dangerous or toxic effect in the 500 patients treated.” * 
Dosage: Doses required to achieve the therapeutic goal are variable and 
individually adjusted. The following are average doses. 
Drug-induced extrapyramidal disorders 
1 tablet (2 mg.) one to three times daily 
Parkinson’s disease 
1 tablet (2 mg.) three or four times daily 
AKINETON hydrochloride tablets—2 mg., bisected, bottles of 100 and 1000. 


* *“Ayd, Frank J., Jr.: Drug-induced Extrapyramidal Reactions: Their Clinical Mani- 
festations and Treatment with Akineton. Psychosomatics 1:143 (May-June) 1960. 
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Proven 


in over five years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
dosage readjustments 


does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets; or as MEPROTABS*— 400 mg. unmarked, coated tablets. 


Wy WALLACE LABORATORIES / New Brunswick, N. J. 


om @TRACE- MARRY 
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